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Abstract 
 
Introduction and Aims: Aboriginal and Torres Strait Islander people (Indigenous 
Australian’s) experience a health burden that is greater than that of non-Indigenous 
Australians and mental disorder is a significant contributor to this burden. There is a 
strong link between health inequality and social inequality for Indigenous Australians, 
including incarceration. Indigenous people are thirteen times more likely to be 
incarcerated than non-Indigenous Australians and those in custody suffer high rates 
of health problems including poor mental health. However, very little was known 
about the type and extent of mental disorder among Indigenous people in custody. 
This study aimed to estimate for the first time, the prevalence of mental disorder in a 
representative sample of Indigenous people in Queensland prisons and also identify 
any relevant mental health correlates. 
 
Design and Methods: A survey of the mental health of adults who self-identified as 
Indigenous (Aboriginal, Torres Strait Islander or both Aboriginal and Torres Strait 
Islander) in six of the nine major correctional centres across the state of Queensland 
was undertaken between May and July 2008. The centres housed 75% of all 
Indigenous males and 90% of all Indigenous females in Queensland custody at the 
time. The cross-sectional assessment of mental health was done using a 
questionnaire and a standardised diagnostic interview for mental disorder, the 
composite international diagnostic instrument (CIDI). This thesis is based on clinical 
components of the questionnaire and diagnostic information obtained from the CIDI 
and clinical interviews.  
 
The CIDI was used to determine the prevalence of anxiety, depressive and 
substance use disorders. Psychotic disorders were determined by screening, 
followed by psychiatrist’s clinical interviews of those who screened positive, 
supplemented by a diagnostic panel with a cultural advisor. Components of the 
questionnaire included in this thesis were the demographic, health service use prior 
to custody, suicide thoughts and acts and self-assessed intoxication at the time of 
arrest. The method was culturally informed and appropriate for research involving 
Indigenous Australians. The sample included 25% of all Indigenous males (n=347, 
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aged 18 – 62 years) and 62% of all Indigenous females (n=72, aged 18 – 57 years) 
in Queensland custody at the time. 
 
Results: The 12 month prevalence of mental disorder was 72.8% among men and 
86.1% among women. This comprised anxiety disorders (males 20.2%, females 
51.7%); depressive disorders (males 11.4%, females 29.2%); psychotic disorders 
(males 8.1%, females 25.0%) and substance use disorders (males 65.5%, females 
69.2%).  
 
Alcohol dependence was the most common type of substance use disorder (males 
47%, females 55%), followed by cannabis dependence (males 20%, females 26%). 
Mental illness and lifetime suicide thoughts and attempts were significantly more 
likely among those with a substance use disorder. The majority of the sample 
reported intoxication with alcohol (70%) and/or other drugs (51%) at the time of their 
arrest. Most individuals (87%) had not accessed alcohol and drug services in the 12 
months prior to custody. 
 
Trauma experience was common and Post-Traumatic Stress Disorder (PTSD) was 
the most commonly diagnosed mental illness (males 12.1%, females 32.3%). Those 
with PTSD were more likely to experience other mental disorders, and have 
experienced suicide thoughts and attempts than those without PTSD. For those with 
PTSD the most prevalent trauma experience for both men and women was sexual 
assault either in childhood or early adolescence. Most individuals with PTSD had not 
accessed any mental health care (58.9%) prior to incarceration. 
 
Conclusions: This study was the largest systematic survey of mental disorder 
among Indigenous Australians in custody. The prevalence of mental disorder in the 
study sample was very high compared to community estimates. It is likely these 
findings are generalisable to other Indigenous prisoner populations in Australia given 
the remarkable similarities in health profiles identified from national prisoner health 
surveys. There are significant mental health needs for Indigenous people in custody. 
The mental health needs of Indigenous people are intimately associated with their 
over representation in custody and poor outcomes in transition back to the 
community. Mental health care provided to Indigenous people must be culturally 
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informed, trauma informed, integrate drug and alcohol treatment, address social 
disadvantage and ensure continuity of care into the community. These findings 
identify opportunities to address the unmet mental health needs of Indigenous 
Australians in custody. 
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Note on Terminology 
Indigenous – It is recognised that Aboriginal and Torres Strait Islander people are a 
heterogeneous group of people with diverse cultural practices, lands, languages and 
kinships. However, the term Indigenous will be used in this thesis to refer to 
Australian Aboriginal and Torres Strait Islander people. The definition of Indigenous 
Australian is based on the Australian Bureau of Statistics (ABS) definition (1); 
 
"An Aboriginal or Torres Strait Islander is a person of Aboriginal or Torres Strait 
Islander descent, who identifies as being of Aboriginal or Torres Strait Islander origin 
and who is accepted as such by the community with which the person associates”. 
 
Describing Mental Health and Social and Emotional Well Being 
The terms Social and Emotional Well-Being, mental health, mental health problems 
and mental disorder are often used interchangeably and can be a source of 
confusion when discussing the mental health of Indigenous Australians. I will define 
below the definitions that will be used in this thesis. 
 
 Social and Emotional Well Being (SEWB) – This is understood to be a 
multidimensional concept that encompasses domains of health and well-being 
including connection to land, culture, spirituality, ancestry, family and 
community (2). It is therefore a broader concept than the physical and mental 
health of the individual, but encompasses this. 
 
 Mental Health – The World Health Organisation definition of mental health is 
used in this thesis (3) “Mental health is defined as a state of well-being in 
which every individual realises his or her own potential, can cope with the 
normal stresses of life, can work productively and fruitfully, and is able to 
make a contribution to her or his community.” 
 
 Mental Health Problems – This includes, but is not restricted to, stress, 
anxiety or alcohol or drug problems. Individuals with mental health problems 
may not necessarily meet criteria for a mental disorder. This definition is 
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consistent with that used in Australia’s second National Survey of Mental 
Health and Well Being (NSMHWB) (4).  
 
 Mental Disorder – In this thesis mental disorder is defined by the World 
Health Organisation International Classification of Mental and Behavioural 
Disorders (5), this is consistent with the approach taken in the Australian 
NSMHW (4). 
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Introduction 
“Commissioners could trace the familiar pattern of State intervention 
into and control of Aboriginal lives. The files start from birth; perhaps 
recording a child adopted out, perhaps its birth merely noted as a costly 
additional burden; through childhood, perhaps forcibly removed from 
parents after having been categorised as having mixed racial origins 
and therefore being denied a loving upbringing by parents and family; 
through encounters at school, probably to be described as truant, 
intractable and unteachable; to juvenile courts, magistrates courts, 
possibly Supreme Court; through the dismissive entries in medical 
records ('drunk again'), and in the standard entries in the note books of 
police investigating death in a cell ('no suspicious circumstances').” 
(The lives of those who died 1.2.12, National Report Volume 1) (6) 
 
This quote from the report of the Royal Commission into Aboriginal deaths in 
custody, published in 1991, mirrors the pathway into the criminal justice system of 
many of the individuals I have had contact with over the past fifteen years working as 
a psychiatrist in prisons in Australia. Although the outcome has rarely been a death 
in custody, mental health problems in custody are frequent and mortality and 
morbidity in transition from prison back to the community are not uncommon (7, 8). 
The complex social, historical and cultural issues that are intimately associated with 
the mental health of Indigenous people in custody have been a challenge beyond the 
capacity of criminal justice and mental health services (9, 10). Enhancing the 
understanding of the mental health of Indigenous people in custody by describing the 
prevalence and types of mental disorder in this group is one important step in 
addressing this challenge. It will contribute to the evidence base to help better meet 
the mental health needs of this group.   
 
This thesis is based on data from a research project focused on the mental health of 
Aboriginal and Torres Strait Islander people conducted in Queensland correctional 
centres in 2008. I was the principal investigator of this research project. Prior to 
undertaking the research I had become the inaugural Clinical Director of Queensland 
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Health’s Prison Mental Health Service, a mental in-reach service for people in 
custody. One clear goal was to establish a model of mental health service delivery 
for all inmates across the state of Queensland. While there was a reasonable 
evidence base informing the likely prevalence of mental disorders and clinical needs 
of non-Indigenous prisoners, very little was known about the mental health needs of 
Indigenous prisoners. In discussions with a senior Indigenous mental health 
colleague, who concurred with this observation, a decision was made to undertake 
research to examine the mental health of Aboriginal and Torres Strait Islander 
people in custody. The research project was designed to align as closely as possible 
to a Social and Emotional Well Being (SEWB) perspective acknowledging 
Indigenous Australians view of mental health (11). As such the research project 
included demographic, social, cultural, custodial, health service, and clinical domains 
and used both a quantitative and qualitative methodology (12).  
 
This thesis is based on the clinical findings drawn from the research project. The 
thesis includes peer reviewed publications which contribute to Chapters 1 and 2 of 
the thesis and form the basis of Chapters 3 and 4. Chapter 5 is based on an invited 
manuscript that has been submitted for publication. 
 
The aims of the thesis were; 
1- To describe the 12 month prevalence of mental disorder amongst a 
systematic sample of Aboriginal and Torres Strait Islander people in custody. 
2- To examine, in this cohort, potential relevant clinical correlates of mental 
disorder such as suicide ideation and attempts, health service utilisation prior 
to custody, intoxication at the time of arrest and experiences of trauma.  
 
This thesis will address these aims in a systematic way incorporating the 
manuscripts described above: 
 
Chapter 1 - Literature Review  
This chapter will provide a review of the relevant literature. This will include an 
overview of the health of Indigenous Australians relative to non-Indigenous 
Australians, an overview of what is known about Indigenous mental health and 
Indigenous incarceration. It will also include a systematic review of the mental health 
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of Aboriginal and Torres Strait Islander people in custody (Paper 1). In addition, as 
the systematic review was published in 2009 new material has become available and 
an update of the literature relevant to the mental health of Indigenous Australians in 
custody has also been conducted and presented in the thesis for the period 2009-
2016.  
  
Chapter 2 - Methodology 
The method of the research project from which the data were drawn will be outlined. 
Central to this method was ensuring the research was undertaken in a culturally 
informed manner and was consistent with the guidelines and ethical standards 
associated with health research involving Indigenous people (13). One of the unique 
outcomes of this thesis was the successful implementation of a method that blended 
standard empirical research approaches with a culturally informed research design. 
A description of this approach will be incorporated into the method chapter and 
outlined in detail (Paper 2). 
 
Chapter 3 – Mental illness is highly prevalent among Aboriginal and Torres Strait 
Islander people in Queensland Custody 
This chapter is based on the manuscript of a peer reviewed publication. The chapter 
will outline the key findings of the thesis, the 12 month prevalence estimates of 
mental disorders amongst the sample (Paper 3). The conclusions of the chapter 
include highlighting two particular findings that warranted further consideration; the 
prevalence of Post-Traumatic Stress Disorder (PTSD) and Substance Use 
Disorders. These are addressed in chapters 5 and 6 respectively. 
 
Chapter 4 – Post-Traumatic Stress Disorder among Aboriginal and Torres Strait 
Islander people in custody in Australia: prevalence and correlates 
This chapter is based on the manuscript of a peer reviewed publication. The chapter 
will describe the demographic, trauma experience, and custodial experience and 
correlates of PTSD and examine the co-occurrence of PTSD with other mental 
disorders and suicide thoughts and behaviours (Paper 4). The chapter highlights just 
how pervasive trauma experiences are amongst this population and discusses the 
clinical implications of these findings. 
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Chapter 5 – Substance use disorders among Aboriginal and Torres Strait Islander 
people in custody: a public health opportunity 
This chapter is based on a manuscript that has been submitted for publication. A 
table of contribution by the authors is included in the chapter title page. The chapter 
describes in detail the nature and type of substance use disorders identified amongst 
the sample, including relevant demographic, mental illness, suicide, service use and 
offence related correlates (Paper 5). The findings are significant in that they highlight 
a substantial unmet need in the treatment of substance use disorders and identify 
opportunities for health intervention. 
 
 
Chapter 6 – Discussion 
The thesis will conclude with a discussion of the key findings of the study, its 
strengths and limitations and its contribution to the field. The relevant policy, clinical 
and research implications of the study will be discussed. 
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Chapter 1  
Literature Review 
1.1 The Indigenous Population  
In 2011, the most recent Australian population census, it was estimated there were 
548,370 people who identified as Aboriginal and/or Torres Strait Islander living in 
Australia (14). Based on this census it was estimated that in 2014 the Indigenous 
population grew to 713,600 and it was predicted that by 2026 there will be 925,000 
Indigenous Australians, representing approximately 3.2% of the Australian 
population (15). The median age for Indigenous Australians in 2011 was 21 years 
compared to 37 years for non-Indigenous Australians and more than one in three 
(36%) of Australia’s Indigenous people were under 15 years of age (Figure 1). 
 
Figure 1: Population pyramid of Indigenous and non-Indigenous peoples, 2011 
Source ABS, 2013 (16)   
 
Australia’s Indigenous population represent a diverse group of people with varied 
cultural practices and beliefs and with over 250 original languages (120 continue to 
be spoken). In the 2011 census 90% of Indigenous Australians identified as 
Aboriginal only, 6% identified as Torres Strait Islanders and 4% identified as both 
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Aboriginal and Torres Strait Islander. Over a third of Indigenous Australians were 
living in major cities (34.8%), with a further distribution across inner regional (22.0%), 
outer regional (21.8%), remote (7.7%) and very remote (13.7%) areas. Nearly two 
thirds of Indigenous Australians resided in the two Australian states, New South 
Wales (NSW) (31.4%) and Queensland (Qld) (28.4%), the next most populated state 
was Western Australia (WA) (12.7%). 
 
Indigenous Australians have a shared history that is central to the understanding of 
contextualising the health inequalities, social disadvantage and high incarceration 
rates. This history has included the negative impacts on the social and emotional 
well-being visited upon Indigenous people through the colonisation of lands, the past 
policies and laws that have discriminated against them, the forced removal of 
children and the experiences of racism (6, 17-19). Health adversity of Indigenous 
people internationally has been strongly correlated to social determinants (20, 21). 
When ascribing cause to the health gap between Indigenous and non-Indigenous 
Australians Professor Michael Marmot wrote in the Medical Journal of Australia in 
2011, “ the first is social disadvantage and the second (common to other Indigenous 
groups) is the particular relationship of Indigenous Australians to mainstream 
society” (22), p512. 
1.2 The Indigenous Health Gap 
In 2008 the then Prime Minister of Australia, Kevin Rudd, apologised to Aboriginal 
and Torres Strait Islander people for past injustices in the first act of the first sitting of 
the newly elected federal government (23). In doing so he specifically highlighted 
“profound grief, suffering and loss” experienced by Indigenous people and affirmed a 
commitment to close the gap between Indigenous and non-Indigenous Australians in 
life expectancy, educational achievement and economic opportunity. The closing the 
gap commitment, articulated in the Close the Gap Statement of Intent (24), had its 
origin in the Social Justice Report, 2005 (25). This report highlighted significant 
health inequality between Indigenous and non-Indigenous Australians in areas such 
as life expectancy, infant mortality, chronic and communicable disease, and mental 
health.  
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In 2012 the Council of Australian Governments agreed to six specific targets and 
time lines with respect to the Closing the Gap commitment (26); 
 Close the gap in life expectancy within a generation (2031) 
 Halve the gap in mortality rates for Indigenous children under 5 (2018) 
 Ensure all Indigenous children aged 4 in remote communities have access to 
early childhood education (2013) 
 Halve the gap in reading, writing and numeracy achievements for Indigenous 
students (2018) 
 Halve the gap for Indigenous people aged 20-24 in Year 12 or equivalent 
attainment rates (2020) 
 Halve the gap in employment outcomes between Indigenous and non-
Indigenous Australians (2018). 
 
The recent Close the Gap progress and priorities reports in 2014, 2015 and 2016 
(27-29), noted modest improvements in progress such as life expectancy and 
maternal and child health and have now in addition highlighted incarceration, mental 
health and substance use disorders as priority areas of concern requiring dedicated 
attention.  
1.3 Indigenous Mental Health  
1.3.1 - An Overview 
The 1995 Ways Forward report (11), was the first national Aboriginal and Torres 
Strait Islander Mental Health Policy and Plan and remains a landmark report for 
Indigenous mental health. The report built on the insights and recommendations that 
arose from a National Aboriginal Mental Health Conference in 1995. The report was 
based on a national consultancy that included Aboriginal Controlled Health Services, 
mental health and primary care services as well as Indigenous communities, 
consumers, health workers and carers. It was also based on a review of the existing 
Indigenous health reports and policy documents.  Some of the key themes that 
emerged from the report included; 
 The significant unmet mental health need amongst Aboriginal and Torres 
Strait Islander people. 
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 The importance of understanding Indigenous mental health in the context of 
the history of Indigenous people, including the impacts of colonisation, 
trauma, racism and social disadvantage. 
 The importance of considering Indigenous mental health from the holistic 
perspective of health held by Indigenous peoples;  
 
“Health does not just mean the physical well-being of the individual but refers to the 
social, emotional and cultural well-being of the whole community. This is a whole of 
life view and includes the cyclical concept of life-death-life” (11 p7). 
 
Amongst the key recommendations made in this report was the need to provide 
mental health care that was culturally informed and reflective of the Indigenous views 
of health and mental health. Included in the recommendations were the requirement 
for a specific focus on areas particularly relevant to the Indigenous population such 
as trauma and grief, suicide prevention, alcohol and other drugs and forensic mental 
health including that “appropriate mental health services be made available to people 
in custody” (11 p8). 
 
Although the Ways Forward report added significantly to the understanding of 
Indigenous mental health problems and challenges, it did not provide any information 
about the prevalence of mental disorder amongst Indigenous people.  
 
Australia has had two major mental health epidemiological surveys that have 
estimated the prevalence of mental disorder in the general population; the first, the 
National Survey of Mental Health and Well Being (NSMHWB) was in 1997 (30) and 
the second, the Mental Health of Australia 2, was in 2007 (31). For the general 
Australian population the surveys provided a wealth of information about high 
prevalence disorders (anxiety, depressive and substance use disorders), service 
utilisation and the impact of these mental disorders on individuals function. They 
used well designed sampling strategies and well validated measures. A significant 
limitation, however, was that neither survey reported any data related to the mental 
health of Indigenous people. The reasons for this have been attributed to the 
incidental nature of recruitment of Indigenous Australians in the sample, the 
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assumption of low numbers in the sample and the challenge of potential bias 
associated with the identification of Indigenous status.  It is also important to note 
that the surveys were limited to households and thus particular sub groups known to 
have a disproportionality high prevalence of mental disorder such as the homeless 
(32) and those in custody (33) were not included in the survey.  
 
It remains the case that there has been no reported systematic survey of the mental 
health and well-being of Indigenous Australians either at a national or state and 
territory level. There are however several sources of data that have been used to 
inform the understanding of the mental health of the Indigenous community, these 
have included; general Indigenous population health surveys, surveys of mental 
disorder amongst particular sub groups of the Indigenous community and burden of 
disease studies including the use of administrative health data bases. 
 
1.3.2 – General  Health Surveys 
There have been three national social surveys of Indigenous Australians, 1994, 2002 
and 2008 (34-36), eight Health and Welfare reports, the most recent being 2015 (37) 
and two Health Surveys; the National Aboriginal and Torres Strait Islander Health 
Survey 2004-5 (n = 10,439) (NATSIHS) (38) and the Australian Aboriginal and 
Torres Strait Islander Health Survey 2012-13 (n = 12,900) (AATSIHS) (39). The 
surveys have varied in terms of sample size, the survey cohort, the age groups that 
have been included and the health and social domains that have been surveyed. In 
general they have focused on health from a chronic disease perspective, and on 
social domains such as demographics, education, employment, contact with the 
criminal justice system and Indigenous culture.  
 
The strengths of these surveys have been the sample sizes and the focus on chronic 
disease. From a mental health perspective, however, the surveys have been limited. 
Mental health has been considered through the use of selected items from self-
report mental health and wellbeing measures including the Short Form 36 (SF 36) 
(40), and 5 items from the Kessler psychological distress scale (41). While it is of 
note that the proportion of Indigenous Australians reporting high levels of 
psychological distress based on K5 measures increased from 27% in the 2004-5 to 
30% in the 2012-13 health surveys, it has been difficult to contextualise the findings.  
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A summary of the various results from the different surveys over time would be 
beyond the scope of this thesis and probably not particularly informative to the 
subject matter, however there has been a systematic survey of all surveys that have 
included proxy measures of mental health published in 2012 (42). The review 
included all studies that reported measures of psychological distress including 
various versions of the Kessler scale, K5, K6, and K10 and Mental Health Inventory 
15 and the Strengths and Difficulties Questionnaire. The reviewers compared 
available data for Indigenous Australians to comparable findings for non-Indigenous 
Australians and concluded that psychological distress was more prevalent amongst 
Indigenous Australians. For Indigenous adults the increased prevalence of high to 
very high psychological distress varied between 1.5 to 3 times higher when 
compared to non-Indigenous Australians. Importantly the reviewers noted that the 
role of mental ill health underlying these higher rates of psychological distress had 
not been adequately explored. They also noted the pressing need for consistent, 
systematic and culturally informed approaches to assessing mental health. 
 
1.3.3 - Mental Disorder Surveys 
There are no systematically surveyed representative samples estimating the 
prevalence of mental disorder for the general Indigenous community. There are 
however a number of studies that have estimated the prevalence of mental disorder 
among different sub groups in the Indigenous population. In a recently published 
thorough systematic review of the studies reporting these prevalence estimates (43) 
the authors concluded “there are large gaps in our knowledge of psychiatric 
morbidity among Indigenous Australians”. Below is a summary of the six relevant 
studies identified by the candidate that provide prevalence estimates of mental 
disorder. 
 
A Queensland study in 2012 described the prevalence of clinician rated psychotic 
disorder amongst Aboriginal and Torres Strait Islander people aged 15 and over, 
who were open to the public mental health services in North Queensland (44). Using 
the number of open cases of individuals with psychotic disorder (males = 124, 
females = 47 [n = 171]) and the combined population of the communities within the 
catchment area (n = 10,217) a point prevalence for psychotic disorder of 1.68% 
(males 2.60%, females 0.89%) was identified. This point prevalence estimate was 
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substantially higher than the twelve month prevalence estimate for the general 
Australian community, 0.47% (45). The authors also addressed other health and 
social data, including the proportion of people who reported experiencing one or 
more adult incarcerations. Amongst individuals with a psychotic disorder this was 
42.5% for males and 4.4% for females. The limitations of this study were that it relied 
on clinical judgement for diagnosis and public health service utilisation for case 
identification, and therefore may have suffered from measurement and selection 
bias. The findings however, are important, as despite the risk of bias the conclusions 
that this cohort has a higher prevalence of psychotic is convincing, particularly given 
the direction of bias was more likely to lead to an underestimate than an over 
estimate.   
 
A second study published in 2012 also identified a high prevalence of mental 
disorder amongst an Indigenous population. This study, based in WA, used the 
Composite International Diagnostic Interview (CIDI) to assess for the prevalence of 
certain mental disorders amongst consenting individuals (104 males, 117 females) 
from three Aboriginal communities that were selected on the basis of self-reported 
exposure to trauma (97.3%) and accessibility (46). The survey reported lifetime 
prevalence estimates of Post-Traumatic Stress Disorder (PTSD), 55.2%, 
Depression, 24.1%, anxiety disorders other than PTSD, 17.2%, Alcohol 
Dependence, 33.5%, and Abuse, 73.8%, and Cannabis Dependence, 5.9%, and 
Abuse, 23.5%. This study had significant limitations in that participant communities 
were selected on the basis of high levels of self-reported trauma exposure and the 
author did not provide details of the sampling frame or recruitment fraction. The 
study did, never the less, describe a sample of Indigenous Australians with a high 
prevalence of mental disorder and supported other literature that highlights the 
potentially significant impact of trauma on Indigenous communities (19).  
 
Two studies have reported prevalence estimates for depression amongst particular 
samples of Indigenous communities. The first, the Kimberley Assessment of 
depression study focused on individuals aged 46 to 89 (mean aged 60.9) (n = 250 
males, 107 females) from 6 remote communities in the Kimberley and also the town 
of Derby in WA (47). The study aimed to develop a culturally informed and valid 
scale to assess depression, the Kimberley Indigenous Cognitive Assessment of 
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Depression (KICA-dep). The tool was validated against clinician assessed ICD-10 
and DSM-IV diagnosis of depression of 144 participants and used to estimate the 
point prevalence of depressive disorder amongst the entire sample (7.7%). The 
study while important for this cohort could not be generalised to the Indigenous 
population; diagnosis were based on clinician assessment, not a structured interview 
process and were limited to a small sample of individuals over the age of 45 from 
remote Indigenous communities. A second depression study was focused on 
Indigenous patients with diabetes from 48 indigenous community health centres 
across four Australian jurisdictions (NT, NSW, SA, Qld) (48). This study was also 
based on clinician recorded diagnosis of depression, from a clinical audit of patient 
records for the period 2005 to 2009 (n = 1592). The point prevalence of depression 
for this sample was estimated to be 8.8%.  While this study had the strengths of a 
good sample size and was conducted in multiple jurisdictions, again generalisability 
to the Indigenous community was limited as the study focused on patients with 
diabetes and considered only depression.  
 
The remaining two mental disorder surveys relate to substance use disorders only. A 
study in Cape York, Qld, based on an opportunistic sample of 133 people aged 
between 17-47 (74 males and 59 females) were interviewed (28% of the community 
population) about cannabis use and assessed for cannabis dependency using the 
Severity of Dependence scale (49). The study identified that 66.2% of males and 
30.5% of females in the sample were current users of cannabis and point prevalence 
of cannabis dependence was 32.3%. This study was limited by potential sample bias 
and a small sample size. A second study of substance use disorders focused 
specifically on alcohol use among women with a birth recorded on the WA health 
data base between 1985-2006 (50). The prevalence of an alcohol use disorder 
based on ICD-9 or 10 criteria was substantially higher amongst the sample of 
Aboriginal mothers 23.1% (n = 2,583) compared to non-Aboriginal mothers 2.3% (n 
= 5,839).  
 
Overall, the available literature on the prevalence of mental disorders amongst the 
Indigenous community is limited and piecemeal. It highlights a significant gap in the 
health data for this population. This gap is stark when compared to the general 
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Australian community for whom there is extremely comprehensive national data 
about the prevalence of mental disorders.  
 
1.3.4 - Burden of Disease Studies 
An estimate of the health burden of Indigenous Australians was published in 2003 
(51). The total Indigenous health burden was estimated based on disability adjusted 
life years (DALYs). The study identified a significant health burden (95,976 DALYs) 
amongst the Indigenous community, representing opportunities for significant health 
gain, although the study was challenged by inaccurate and incomplete identification 
of Indigenous status.  
 
Mental Disorders were estimated to have caused 15.5% of the total disease burden 
for Indigenous Australians in 2003. The major contributor to this was anxiety and 
depression (51%), alcohol misuse (19%) and schizophrenia (8%). The burden due to 
mental disorders occurred in Indigenous Australians at 1.6 times the rate for the total 
Australian population. In addition, a significant and concerning finding for young 
males (15-34 years) was that suicide was the major contributor (28%) to the total 
DALY for this age group and explained almost half of the health gap for young 
males. Overall the burden due to suicide occurred in Indigenous Australians at 3.2 
times the rate for the total Australian population.  
 
In 2014 Queensland Health published the first comprehensive description of the 
disease and injury burden affecting Aboriginal and Torres Strait Islander people in 
Queensland in 2007 (52). The authors highlighted the absence of survey data for 
mental illness and used psychological distress data from the 2004-5 NATSIHS 
(described above) for estimates of anxiety and depression and hospital data from 
health administrative data bases for other mental health conditions. The total burden 
of disease and injury was described in over 20 broad groups of causes. Mental 
Disorder was found to be the leading cause of disease burden and accounted for 
almost one-fifth of the total burden of disease and injury of Indigenous people in 
Queensland (Figure 2). Mental Disorder accounted for 14.1% (1,881 DALY’s) of the 
male Indigenous burden and 20.4% (2,581 DALY’s) of the female burden. 
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Figure 2: Leading causes of burden of disease and injury in Queensland Aboriginal 
and Torres Strait Islander people (Fatal and Non-Fatal Burden)  
 
Source: (52 p8) 
 
In 2007 rate of the burden of disease and injury in the Queensland Indigenous 
population was 2.1 times that of the non-Indigenous population, the highest 
differential occurred for diabetes (4.7) and the rate for mental disorders amongst 
Indigenous people was 1.5 times higher than for the non-Indigenous population. The 
most prevalent cause of disease burden amongst the Indigenous population was 
anxiety and depression; accounting for 15.1% of the female burden and 5.6% of the 
male burden. Suicide and self-inflicted injuries was also the sixth highest cause of 
burden (out of 188 specific causes) accounting for 4.6% of the male burden and 
1.6% of the female burden. However the greatest contribution to the burden from 
mental disorders was the non-fatal burden (Table 2). These findings, although based 
on estimates from proxy measures of mental disorder, provide an important 
understanding of the mental health challenges faced by Indigenous Queenslanders 
and significantly can inform policy and health resource allocation. 
 
 
 
 
 
37 
 
Table 1: Mental Disorders: Specific Cause of Burden Fatal vs non-Fatal 
Cause 
% of non-
fatal 
burden 
% of fatal 
burden 
% of total 
burden 
All mental disorders 28.7 2.4 17.2 
Anxiety and depression 18.2 0.0 10.2 
Alcohol dependence and harmful use 2.0 1.7 1.9 
Schizophrenia 2.9 0.0 1.6 
Heroin or polydrug dependence and harmful use 1.3 0.6 1.0 
Personality disorders 1.3 0.0 0.8 
Other mental disorders 3.0 0.1 1.8 
Source: (52 p21) 
 
1.3.5 Summary: Mental Health of Indigenous Australians  
All the available data supports the premise that Indigenous Australians suffer from 
higher levels of psychological distress and disease burden related to mental 
disorders relative to non-Indigenous Australians. One significant limitation, however, 
is the absence of any large scale comprehensive systematic survey of the 
prevalence of mental disorders for the general Indigenous community.  
 
Having discussed the important background of what is known about the health gap 
and the mental health of the general Indigenous population, this literature review will 
now focus specifically on what is known about the incarceration and mental health of 
Indigenous people in custody.  
1.4 Indigenous Incarceration  
On June 30 2015, the date of the last reported annual Australian prison census (53), 
there were 36,134 people in adult custody. At the time 27% (9,885) of the adult 
custodial population identified as Indigenous, despite Indigenous people 
representing only 2% of the Australian adult population (15). The over representation 
of Indigenous Australians in custody has been prominent in the Australian 
consciousness since the RCIADIC report was released in 1991 (6). At that time the 
rate of Indigenous incarceration was substantially elevated relative to the non-
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Indigenous population leading the commissioners to conclude “Too many Aboriginal 
people are in custody too often.” 1.3.3 (6). 
 
Since the commencement of the RCIADIC, over 25 years ago, the rate of 
incarceration of Indigenous people has continued to rise. This is clearly evident in 
the comparison of age standardised incarceration rates of Indigenous and non-
Indigenous people over the last decade (Figure 3). Over this decade the ratio has 
increased from 10.3 (2005) to 12.8 (2015). Based on the 2015 Australian prison 
census the age standardised incarceration rates per 100,000 population were 1,951 
for Indigenous people and 153 for non-Indigenous people.  
 
Figure 3: Incarceration rates (Age Standardised) 2005 – 2015 Indigenous vs non-
Indigenous Australians 
0
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Source: ABS, 2015 (53) 
 
These marked differences in incarceration rates are evident across all Australian 
jurisdictions (Figure 4), but particularly high in WA and the Northern Territory (NT). 
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Figure 4: Incarceration Rates (Age Standardised) 2015 by Jurisdiction: Indigenous 
and non-Indigenous Australians 
 
Source: ABS, 2015 (53) 
 
The number of prisoners in 2015 who identified as Indigenous increased by 7% from 
9,265 in 30 June 2014 to 9,885 prisoners. Indigenous prisoners were also younger 
on average than non-Indigenous inmates (median age 31.3 years compared to 35.4 
years). The proportion of prisoners who had been incarcerated previously was higher 
for Indigenous inmates (77% or 7,628 prisoners) than non-Indigenous prisoners 
(50% or 13,220 prisoners). Figures from 2014 also indicate a disproportionate 
incarceration of Indigenous youth (aged 10-17), they were 15 times more likely to be 
under youth justice supervision and were 26 times more likely than non-Indigenous 
youth to be incarcerated (54), representing over half of all those in detention (59%). 
 
The questions regarding the vast over representation of Indigenous Australians in 
custody were thoroughly considered in the report of the RCIADIC and were well 
summarised in the quote below;  
 
“the more fundamental causes for the over-representation of Aboriginal people in 
custody are not to be found in the criminal justice system but in those factors which 
bring Aboriginal people into conflict with the criminal justice system in the first place. 
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The view propounded by this report is that the most significant contributing factor is 
the disadvantaged and unequal position in which Aboriginal people find themselves 
in the society - socially, economically and culturally.” 1.7.1 (6) 
 
The over representation of Indigenous people in custody is a complex problem. Just 
like health, social determinants are central to incarceration (20, 55, 56). This nexus 
between social adversity, poor health and incarceration of Indigenous people can at 
least in part be understood in terms of the impact of factors such as the colonisation 
of lands and the forced removal of children, discrimination, the recruitment of social 
adversity including unemployment, poverty, poor education, substance misuse and a 
lack of social capital (7, 57-61). This is evident in the prisoner population who, when 
compared with the general community, have higher levels of unemployment, 
unstable accommodation, lower levels of education, and poorer access to health 
services (62, 63). However, for Indigenous inmates who report more frequent contact 
with the criminal justice system (64), this is even more pronounced. When compared 
with their non-Indigenous counterparts, they report higher levels of unemployment 
and lower levels of education (7) and are more likely to have been placed in care as 
a child and to have experienced parental incarceration, with one in three reporting 
that they had a parent imprisoned when they were children (7).  
 
Further, for Indigenous Australians being charged by police or imprisoned in the 
preceding five years is strongly correlated with abuse of alcohol or other drugs, 
failure to complete high school, unemployment, financial stress, crowded 
accommodation and being a member of the ‘stolen generation’ (60). Experiences of 
trauma, discrimination, domestic violence, mental health problems and mental 
illness, are also strongly associated with incarceration (64-66).  
1.5 Mental Disorder among Indigenous Prisoners 
It has been well established from surveys of prison populations both internationally 
(33) and in Australia (67) that the prevalence of mental disorder is markedly higher 
among incarcerated populations than the general community. From community 
surveys such as the Australian survey of mental health and wellbeing it has also 
been found that the presence of a mental disorder was far more common among 
those who reported a history of incarceration (41%) than those who reported no 
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history of incarceration (19%) (4). While the association between mental disorder 
and incarceration was well described for the general prisoner population, for 
Aboriginal and Torres Strait Islander people there appeared to be very little evidence 
on this topic. This was despite their over representation in custody, despite a Royal 
Commission into deaths in custody identifying mental health as a key issue of 
concern and despite recognition of the significant mental health burden suffered by 
Indigenous Australians.  
 
Therefore a key step for this thesis was to identify the existing literature available on 
the topic of mental disorder amongst Indigenous Australians in custody. To address 
this a systematic review of the literature was conducted in 2009 at the 
commencement of this thesis. The manuscript of the published systematic review is 
provided (section 1.6). 
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1.6 A Systematic Review of the Mental Health of Aboriginal and Torres Strait 
Islander People in Custody 
          
Heffernan E, Cowburn K, Kinner SA. The Insidious Problem Inside: A systematic 
review of the mental health problems of Aboriginal and Torres Strait Islander People 
in custody. Australas Psychiatry 2009; 17: S41-6. 
 
(Hyperlink, Impact Factor, Citations, see Appendix X) 
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Objective 
Despite recognition of the extremely high rates of mental illness among custodial 
populations and the fact that Indigenous people represent around one-quarter of 
Australia's custodial population, little is known about the mental health of Aboriginal 
and Torres Strait Islander people in custody.  Mental health is an important 
component of social and emotional wellbeing for Indigenous people and this paper 
considers current evidence regarding the mental health status of Indigenous 
Australians in custody. 
 
Method 
A systematic review was undertaken of the quantitative literature relating to the 
mental health problems of Indigenous people in custody in Australia. 
 
Results 
Despite high incarceration rates for Indigenous people and evidence that both 
mental health problems and rates of mental illness are extremely high in this group, 
studies in this area are few and limited in scope. 
 
Conclusion 
The first step toward addressing the marked social and mental health problems for 
Indigenous people in custody is to systematically identify the nature and extent of 
these problems. 
 
Key Words:  Aboriginal and Torres Strait Islander, custody, Indigenous, mental 
illness, mental health, prison. 
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Introduction 
The health inequalities of Aboriginal and Torres Strait Islander people compared with 
non-Indigenous Australians have been well described (1, 2).  One of the major health 
and social issues faced by Indigenous people is high incarceration rates (3). The 
Royal Commission into Aboriginal Deaths in Custody found that "too many Aboriginal 
people are in custody too often" (s1.3.3)(4) and concluded that custody should be a 
sanction of last resort.  Since this enquiry, nearly two decades ago, incarceration 
rates of Indigenous people have continued to rise.  At the last published prison 
census, 30 June 2007 (5) Indigenous people represented around one-quarter (24%) 
of the entire custodial population and were 13 times more likely (age adjusted) to be 
incarcerated than non-Indigenous people.  
 
Incarceration and its correlates, including experiences of trauma, discrimination, 
domestic violence, substance misuse, mental health problems and mental illness, 
impact significantly on the broader social and emotional wellbeing of Indigenous 
people and their communities (6). One of the leading contributors to poor social and 
emotional wellbeing and a major contributor to the Indigenous health gap (2) is 
mental health problems.  The extent of these problems for Indigenous communities 
has been partly articulated through the major population surveys. High rates of 
psychological distress, life stresses, problematic drinking and contact with the 
criminal justice system have been identified among adults (7, 8). Even among 
children, rates of significant emotional and behavioural difficulties and serious 
suicidal ideation are unacceptably high (9). It is thus not surprising that mental 
illness, substance misuse and suicide are key national strategic priorities for 
Indigenous health (10). 
 
The population surveys, however, do not include Indigenous people in custody, and 
it is reasonable to suspect that the process of incarceration may only compound the 
experiences of trauma, grief and loss that are associated with mental health 
problems (11).  For the general custodial population the prevalence of mental illness 
is much higher than for the general community (12, 13). It is surprising that so few 
studies have focused on the prevalence of mental health problems among 
Indigenous people in custody, given that they are a high-risk group, represent 
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around one-quarter of the Australian custodial population and have been subject to a 
Royal Commission related to high custodial death rates (4). 
 
The purpose of this paper is to systematically review the available literature 
regarding the prevalence and correlates of mental health problems and mental 
illness among Indigenous people in custody in Australia. A choice was made to limit 
the scope of this review to quantitative research, however it was acknowledged that 
this approach would only partly contribute to an understanding of the broader 
construct of social and emotional wellbeing (6) and would not incorporate the 
important contribution of qualitative research (15). 
 
Search Strategy 
A systematic search of the literature to identify papers focusing on quantitative 
studies describing the mental health of Indigenous people in custody was 
undertaken. Given the preponderance of ‘grey literature’ in the area of prisoner 
health, emphasis was placed on searching both published and unpublished (‘grey’) 
literature from 1980 onwards. 
 
Electronic databases were the primary source of literature. Systematic searches 
were performed using the following databases: Medline, CINAHL, PubMed, and 
PsycInfo. Google and Google Scholar search engines were also used to identify 
additional published and unpublished literature. 
 
We also searched Indigenous-specific sources including the Indigenous Justice 
clearing house (www. indigenousjustice.gov.au) and the Indigenous Health Infonet 
(www.healthinfonet.ecu.edu.au) and a website focusing on research relevant to 
custodial matters, the Bureau of Crime Statistics and Research 
(www.bocsar.nsw.gov.au). 
 
Search terms were Indigenous, Aboriginal, mental health, mental illness, social and 
emotional wellbeing, custody and prison. 
 
 A total of 219 articles were identified and potentially relevant abstracts were 
reviewed. Initial screening excluded 208 articles predominantly because they did not 
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relate to Aboriginal or Torres Strait Islander people in custody or have a significant 
focus on mental health. This left 11 articles for further review; three of these were 
population surveys and did not include people in custody. The remaining eight 
studies specifically addressed Indigenous people in custody. The references of these 
articles were also reviewed to ensure that no potentially relevant quantitative studies 
were missed; no additional relevant publications were identified. In total, the 
systematic search identified eight published studies relevant to the mental health of 
Indigenous people in custody (Table 1). 
 
Evidence on the Topic:  
Custody: mental illness and trauma  
At least seven Australian studies have reported the prevalence of mental illness 
among samples of people in custody (16-22). The quality of these studies varies 
significantly, and only those that disaggregate findings on the basis of Indigenous 
status will be considered here. The largest and the most systematic of these, 
undertaken by Butler and colleagues in New South Wales (20), found that in a 
population of 1214 men and 273 women 43% had a diagnosis of at least one major 
mental disorder in the preceding 12 months. The 12-month prevalence of mood 
disorders was 19.9%, of anxiety disorders 36.2% and of psychosis 8.9%. 
 
A later paper (23) based on the same survey, specifically reported on the mental 
health of the Indigenous people surveyed: 226 Aboriginal men and 51 Aboriginal 
women. Although this remains the largest health survey of prisoners in Australia, it is 
unclear how the Indigenous sample was obtained and how it compared to the 
population of Indigenous people in custody at the time. Furthermore, although the 
screening tools used in this survey had been widely used in other large population 
and prisoner surveys before, many of them had not been validated with an 
Indigenous population. It is also unclear whether the interviews were conducted by 
Indigenous people, to be consistent with culturally appropriate research and reduce 
the risk of measurement error related to cultural bias of the research instruments. 
Although important, these limitations are not unique to this study. Conducting 
research in a culturally appropriate manner (24) is a limitation common to many 
quantitative studies in a custodial environment. 
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Table 1: Quantitative studies of mental health problems of Indigenous people in 
custody 
Author, year 
and location 
Indigenous 
Sample 
Method of mental health 
assessment 
Relevant outcomes 
Butler et al. (2001) 
(20) NSW 
226 males 
51 females 
CIDI-auto Prevalence of mental 
illnesses 
Hockings et al. (2002) 
(22)  QLD 
53 females SF-36, BDI and AUDIT Mental health history, 
Substance use, 
depression 
Lawrie (2003) (26) 
NSW 
50 females Socio-demographic, mental 
Health, trauma and 
substance use survey  
Self reported 
experiences of mental 
health, substance use  
and trauma 
Stathis (2007) (27) 
QLD 
212 male and  
female youths 
MAYSI 2 Substance use, 
depression and 
Anxiety risk 
Day (2008) (28) SA 
 
46 males STAXI-2 TSI, TAS, RaLES, 
GES 
Trauma, discrimination, 
anger 
Weatherburn et al  
(2006) (29) NSW 
9359 males and 
Females  
(NATSISS) 
Associations between 
Socio-demographic and 
substance use variables with 
being 'charged' or imprisoned 
Economic and social 
factors associated with 
criminal justice system 
contact 
Putt et al. (2005) (30) 534 males  
(DUCO) and  
702 males 
(DUMA) 
Socio-demographic, 
offending and drug use 
characteristics 
Substance abuse and 
offending 
Hobbs et al.  (2006) 
(31) WA 
4934 males  
and females 
Database linkage; hospital 
admissions, contacts with 
mental health services, death 
registers 
Standardized mortality 
and morbidity ratios 
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Despite the potential limitations, the findings of this study indicate a remarkably high 
prevalence of mental illness and psychological distress among Indigenous people in 
custody, particularly women. Diagnoses were made using the Composite 
International Diagnostic Interview (25). Twelve month prevalence rates of mood 
disorder were 13.1% for males and 43.1% for females; for anxiety disorders, 34.4% 
for males and 58.6% for females. The most common anxiety disorder was 
posttraumatic stress disorder, which was identified in almost 20% of males and 50% 
of females. A further 6.6% of males and 20.3% of females screened positive for 
psychosis. Nearly 50% of males and over 85% of Indigenous females reported 
medium or high levels of psychological distress. 
 
Another important study was the first systematic survey of female prisoners’ health 
status in Queensland conducted in 2002 by Queensland Corrective Services (22). 
This was a survey of 212 female prisoners across the three female correctional 
centres in the state; 25% of the study sample was identified as Indigenous. Among 
other health measures the survey considered substance use, mental health, suicide 
and abuse history. The survey also included three standardized tools: the Alcohol 
Use Disorders Identification Test (AUDIT), the SF-36 Health Survey and the Beck 
Depression Inventory (BDI). 
 
Based on AUDIT scores, the proportion of Indigenous women who were harmful 
drinkers (53.8%) was four times that of non-Indigenous women (13.2%). While the 
data reflecting self-reported illicit drug use were not stratified by Indigenous status, 
overall nearly two-thirds of the sample (62.7%) reported regular use of an illicit drug 
in the 12 months before incarceration. In terms of seeking treatment for substance 
use problems, Indigenous women were less likely than non-Indigenous women to 
have sought help for a drug or alcohol problem. 
 
Two-thirds of the sample reported prior assessment or treatment for an emotional or 
mental problem; 31.6% of the sample obtained BDI scores consistent with moderate 
or severe depression. Half of the sample reported having thought about committing 
suicide; Indigenous women were more likely than non-Indigenous women to have 
had suicide thoughts and to have engaged in self harm. Over one-third of the sample 
(38%) reported being physically or emotionally abused by someone caring for them 
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before the age of 16 and a similar proportion (37%) reported experiencing sexual 
abuse before the age of 16. Of the 51 Indigenous women surveyed, 29% reported 
having been removed from their family as a child. 
 
A 2003 New South Wales study of Indigenous females (26), prompted by the high 
rate of incarceration among Indigenous women, used a combination of quantitative 
and qualitative methods. Selected results of the quantitative survey conducted by 
five female Aboriginal researchers will be reported here. At the time of the survey 
there were 104 Indigenous females in custody and 50 (48%) of these were surveyed. 
A total of 16% reported that they had been diagnosed with a mental illness; half 
reported that this was schizophrenia. Most of the women reported regular drug use 
and 68% reported drug use at the time of their offending. Nearly three-quarters of the 
women reported that they had been victims of child abuse, mostly sexual abuse, and 
78% reported being victims of violence as an adult. Just over half the women (52%) 
reported that they had come from a family affected by the ‘stolen generation’. 
 
Mental health problems and psychological distress were also prominent in a sample 
of Indigenous young people (aged 10-17 years) surveyed in a youth detention centre 
in Queensland in 2006. Over a 6-month period 96 of the 212 Indigenous people 
recepted were screened with the MAYSI 2, a 52-item mental health screening tool 
developed for youth in the criminal justice system in the United States (27). Over 
80% of the Indigenous youth that were screened scored above the cut off for a 
mental health problem (59% drug and alcohol, 29% anger problems, 25% 
depressions/anxiety, 30% somatic complaints, 15% suicide ideation and 25% 
thought disturbance). The study also found that nearly 20% of Indigenous males and 
55% of Indigenous females reported significant exposure to traumatic experiences. 
 
This study used a screening tool developed for and normed against an American 
youth population. It is likely that differences in culture, language and schooling will 
impact on the validity of the results and measurement bias is therefore a risk. 
Furthermore, the findings were not stratified by sex and in the absence of 
comparative data for those not screened (n = 116), it is impossible to assess the 
representativeness of the findings. Despite these methodological weaknesses, the 
findings of this study are broadly congruent with those of the Western Australian 
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Aboriginal Child Health Survey (WAACHS) and make a significant contribution to the 
understanding of mental health problems of incarcerated Indigenous youth. 
 
A fourth, small custodial study conducted in South Australia attempted to identify 
differences between Indigenous and non-Indigenous male inmates on a variety of 
measures related to trauma, experiences of discrimination and anger (28). The 
sample included 46 self-identified Indigenous males and 49 European Australasian 
males (40% sample of the regional prison). The Indigenous prisoners were found to 
have higher levels of anger problems, more frequent experiences of separation and 
loss of loved ones, and higher levels of trauma-related symptoms. Given the small 
sample size and recruitment from only one prison, these findings are difficult to 
generalize; however, the observed effect sizes were large and consistent with other 
studies, highlighting trauma and loss as prominent experiences among Indigenous 
people in custody.  
 
Offending: social factors and substance abuse 
At least two studies have attempted to explore the role of social factors and 
substance abuse in the offending behaviour of Indigenous people in custody. Using 
data from the 2002 National Aboriginal and Torres Strait Islander Social Survey 
(NATSISS), Weatherburn and colleagues examined the relationship between social 
and economic variables and being ‘charged’ or imprisoned in the preceding 5 years. 
The authors found that abuse of alcohol or other drugs, failure to complete year 12, 
unemployment, financial stress, crowded accommodation and being a member of 
the ‘stolen generation’ were significantly associated with being charged or 
imprisoned. These findings had robust effect sizes, however were challenged by all 
the factors associated with a population survey (cross-sectional design, differing time 
measures for variables, measurement and recall bias). 
 
The specific relationship between substance misuse and offending in Indigenous 
males was considered in more detail in a study by Putt and colleagues (30). The 
data for that study were drawn from two different sources: the Drug Use Careers of 
Offenders (DUCO) project (2135 adult male prisoners) and the Drug Use Monitoring 
in Australian police detention (DUMA) study (5797 adult detainees including 702 
Indigenous). The two sources differ in the nature of offender characteristics as the 
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former are imprisoned and the latter are detained by police; however the authors 
took this into account in their analysis of the data. The Indigenous participants were 
more likely to report alcohol and cannabis dependence and to associate substance 
use with their offending, compared with the non-Indigenous group. The Indigenous 
men were younger, had more frequent and earlier contact with the criminal justice 
system, had lower levels of education and were more likely to be unemployed. 
 
Mortality and morbidity after release 
In most Australian jurisdictions ethical and legal constraints have limited the capacity 
of researchers to use database linkage to explore health and social questions. The 
important development of the Western Australian Data Linkage System allowed 
Hobbs and colleagues to link health data with Department of Justice data and 
enabled the researchers to examine the progress of a large cohort (13 667) released 
from custody in WA between 1995 and 2001 (31). There was a minimum 2-year 
follow up and an average follow up of over 4.5 years. The majority of the cohort were 
male (88.3%) and 36.1% were Indigenous. After appropriate adjustment for age the 
study demonstrated that released prisoners as a group have significantly higher 
mortality and morbidity than the general community.   
 
The mortality rates per 1000 person-years were 4.5 for Indigenous females and 7.9 
for Indigenous males. Compared with the general population, Indigenous females 
leaving custody were three times more likely to die (rate ratio of 3.1) and Indigenous 
males nearly twice as likely to die (rate ratio of 1.8). The risk of death was greatest 
soon after release. 
 
In terms of morbidity, released prisoners had much higher hospital admission rates, 
including mental health service contact, than the general community. Rates of 
admission were greatest for injury, poisoning and mental disorders. Indigenous 
prisoners were between three and four times more likely than the general community 
and twice as likely as the Indigenous community to be admitted to hospital. Prisoners 
who had hospital admissions or mental health service contacts in the 5 years before 
release were nearly twice as likely to have such contacts after release. 
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Summary and Conclusions 
The strong suggestion from the available literature is that Indigenous people in 
custody have high rates of complex mental health problems. The literature also 
suggests that they face high rates of social adversity, substance misuse, trauma and 
health problems both prior to and after leaving custody. One of the concerning and 
consistent findings is the extent of these problems among Indigenous women. 
Indigenous youth in custody also emerge as a particularly vulnerable group. The 
data suggest that Indigenous people in custody are likely to have high mental health 
treatment needs while incarcerated and that the transition back to the community is a 
particularly vulnerable period. 
 
This review has highlighted the marked shortfall in both the quantity and quality of 
research regarding the mental health of Indigenous people in custody. The current 
data are piecemeal and there is very limited information about the nature, types and 
treatment of mental health problems for Indigenous people in custody. 
 
There is a clear need for further research, and for future studies to incorporate a 
focus on social and emotional wellbeing and use a culturally informed method. It is 
likely that a mix of qualitative and quantitative research approaches would be 
optimal. The lack of culturally validated mental health research tools is problematic 
but the recent development of the Indigenous Risk Impact Screen (32) suggests that 
this is not an insurmountable problem. In the short term, further cross-sectional and 
longitudinal studies are critically needed; in the longer term, standardized screening 
for all people entering custody is both achievable and important. To this end, there is 
progress toward a national minimum data set for people entering custody, with a 
nationally consistent approach to measuring Indigenous status (33). 
 
While the available information paints a bleak picture about Indigenous people in 
custody, it helps to identify some of the major problems that are potentially amenable 
to improvement and defines a way forward. 
 
References – See Appendix I  
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1.7 Literature Update: 2009–2016   
Given the systematic review (Paper 1) was concluded in 2009, an update of 
subsequent literature relevant to the topic of the mental health of Indigenous people 
in custody is provided below. 
 
The first approach to systematically collecting data about the health of incarcerated 
Australians commenced in 2009 with the first National Prisoner Health Data 
Collection (NPHDC) (68). The stated intent of this process was to provide a series of 
regular (initially annual, then biannual) reports of national prisoner health based on 
agreed health indicators published by the Australian Institute of Health and Welfare 
(AIHW). The initial report had 2 components; a survey of prison entrants (n=549) 
from the 27,000 prisoners in custody at the time and an audit of health records 
(n=3,700). Below are some selected results that are relevant to this thesis. 
 
The survey conducted in 2009, included 141 Indigenous inmates in the prison 
entrant’s sample. In terms of mental health variables Indigenous people when 
compared to non-Indigenous people reported lower levels of; 
 Mental health disorder (self-report) (26% vs 41%) 
 Taking medication for a mental health problem (9% vs 10%) 
 High or very high psychological distress measured by K10 (26% vs 31%)   
 Self-harm thoughts in 12 months (9% vs 10%).  
 
The history of lifetime self-harm was the same for both groups (18% vs 18%). 
 
In terms of health risk behaviours Indigenous people when compared to non-
Indigenous people reported higher levels of;  
 At risk alcohol consumption in the last 12 months (65% vs 47%) 
 Illicit drug use in the last 12 months (72% vs 71%) 
 Injected drug use (lifetime) (61% vs 53%). 
 
The 2010 prisoner health survey (69) reported similar findings to the 2009 survey. 
Indigenous Australians were oversampled, representing 43% of the total survey 
sample (n = 610). The 2010 survey was limited to six jurisdiction; NSW and Vic did 
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not participate. Given the similarities to the 2009 survey the findings will not be 
presented here. 
 
The 2012 prisoner health survey (70) included; a survey of prison entrants (n = 794), 
an audit of health records (n = 4000) and an audit of medication files (n = 9000). The 
only jurisdiction that did not contribute was WA. The survey also included data from 
prison dischargee’s (those expected to be released within 4 weeks). The mental 
health findings were also very similar with the 2009 and 2010 surveys. Indigenous 
prisoners when compared to non-Indigenous prisoners reported lower levels of; 
“high” or “very high” psychological distress (22% vs 38%), previous diagnosis of a 
mental health problem (29% vs 43%), taking mental health related medication (13% 
vs 26%) and self-harm thoughts for both males (5% vs 16%) and females (17% vs 
32%). At the time of discharge two thirds (66%) of Indigenous inmates reported their 
mental health was either “a lot better” (43%) or “a little better” (23%) since entry into 
prison. 
 
The most recent NPHDC survey was in 2015 and was the most comprehensive 
prisoner health survey thus far including data from 1,011 prison entrants, 437 prison 
discharges, 9,500 prison health records and all jurisdictions participated (although 
NSW provided only entrants data only) (71). Again there were striking similarities to 
previous surveys, some selected results are highlighted below.  
 
Indigenous prisoners entrants when compared to non-Indigenous prisoner entrants 
reported lower levels of;  
 “High” or “very high” psychological distress (20% vs 34%). 
 A previous diagnosis of a mental health problem (44% vs 51%)   
 Taking mental health medication (25% vs 27%)  
 Self-Harm thoughts (12 months) (11% vs 14%).  
 
Indigenous prisoners entrants when compared to non-Indigenous prisoners reported 
higher levels of;  
 High risk alcohol use (12 months) (54% vs 33%) 
 Ever injected drugs (lifetime) (46% vs 44%). 
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At the time of discharge nearly 4 out of 5 (78%) of Indigenous inmates reported their 
mental health was either “good” or “better” at the time of release. In terms of health 
service utilisation, 92% of Indigenous inmates had a health assessment at the time 
of entry into prison and 58% visited a health clinic during the two week survey 
period. Mental health medication was prescribed to less Indigenous inmates while in 
prison (18%) compared to non-Indigenous inmates (24%).   
 
While the NPHDC series is laudable and has been extremely valuable in providing 
comparative data and data trends for many health conditions amongst prison 
entrants, the mental health data has been limited. In addition the jurisdictional 
participation has varied and there has been difficulty in determining the 
generalisability of the Indigenous sample.  
 
The finding that Indigenous inmates report less mental health concerns than non-
Indigenous inmates is also difficult to reconcile with community and other prison 
health surveys. One explanation is that two of the key proxy measures for mental 
illness, previous diagnosis and currently taking medication, rely on equivalent access 
to mental health care in the community to support comparisons. Indigenous 
Australians experience significant barriers to accessing mental health care (72) and 
thus the use of access to mental health care and prescribed medication as a proxy 
measure for mental illness may introduce measurement bias, and under represent 
the proportion of Indigenous prison inmates with mental illness. In addition the 
survey design and method has been criticised by the National Congress of 
Australia’s First Peoples in terms of accurately representing the mental health 
problems for Indigenous people, “the census itself is not designed specifically to 
target Aboriginal and Torres Strait Islander prisoners; nor is there evidence of 
specific strategies to ensure culturally appropriate data collection from Aboriginal and 
Torres Strait Islander prisoners” (73 p4), “the way in which data is gathered can have 
a significant impact on the nature and quality of what is ultimately reported” (73 p5).    
 
Another series of prisoner health surveys that are relevant to this thesis were the 
Inmate Health Surveys (IHS) conducted in NSW in 1996, 2001 and 2009 (74). The 
results from the 2001 IHS have been previously outlined in this literature review. The 
2009 survey was a stratified random sample from 30 adult correctional centres (26 
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male and 4 female). Indigenous inmates were over sampled; of the 996 participants 
there were 312 Indigenous participants (males 259, females 53) (31%). This sample 
was the subject of a specific report, the 2009 Inmate Health Survey: Aboriginal 
Health Report (7). This report made a significant contribution to the understanding of 
the social and mental health needs of Indigenous inmates. The survey found that 
while all inmates reported significant social disadvantage, Indigenous inmates were 
particularly disadvantaged in social areas that have been associated with health (20, 
21) and measures of substance misuse (Table 2). 
 
Mental health status was assessed by self-reported access to  treatment by a doctor 
or psychiatrist for an emotional or mental problem (males 44.5%, females 52%), 
admission to a psychiatric hospital (males 14.5%, females 22%) and use of 
psychiatric medication (males 17%, females 31%) and access to counselling or a 
psychologist for a mental problem (males 29%, females 33%). In addition the Beck 
Depression Inventory was used for rating depression.  The proportion of moderate or 
severe depression in males was 34% and females was 51%. Suicide thoughts were 
frequent (males 34%, females 39%) as were attempts (males 23%, females 37%). 
 
While the authors noted the high prevalence of mental health problems amongst the 
Indigenous cohort, they also identified limitations, similar to those for the NPHDC 
data. These included that the mental health findings for Aboriginal people may have 
been biased by under reporting due to access and barriers to treatment in the 
community. Despite this the authors stated that, “Significant health gains in the social 
and emotional wellbeing of Aboriginal inmates are possible with a focus on 
interventions and services that are culturally competent, holistic and targeted to 
ensure they have the greatest benefit for Aboriginal people” (7 p47). 
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Table 2: Social Factors and Substance Use by Gender and Indigenous status* 
 
Male (%) Female (%) 
 Non-Indigenous 
(n= 538) 
 
 
Indigenous 
(n= 259) 
Non-Indigenous 
(n=146) 
Indigenous 
(n=53) 
Education < Year 10 43 73 39 60 
Unemployed  
(6mths pre-custody) 
60 87 43 64 
Placed in care as a 
child 
22 46 27 45 
Parent Incarcerated  
(during childhood) 
10 36 12 31 
Juvenile Detention 33 61 17 34 
Previous Incarceration 56 81 41 59 
Risky Drinking 
Behaviour (AUDIT 
Score 8+) 
57 74 36 51 
Ever Used illicit Drugs 84 88 74 88 
Regular illicit drug use 
(previous year) 
38 51 51 62 
* Based on findings from the 2009 Inmate Health Survey: Aboriginal Health Report (7) 
 
A study focusing on the post release experiences of prisoners also highlighted the 
social and substance use challenges faced by Indigenous people (75). Baseline 
health and social measures were obtained from surveys of inmates across 7 
Queensland correctional centres in 2008 (n = 1,115). Prisoners were followed up in 
the community across several time points. The study sample enabled comparison 
between Indigenous (n = 274) and non-Indigenous (n = 881) prisoners. Amongst the 
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sample a significantly higher proportion of Indigenous prisoners (all p< 0.001) 
reported less than 10 years education (57.3% vs 38.5%), removal from the family as 
a child (31.0% vs 15.2%), unemployment prior to custody (70.8% vs 46.1%) income 
below the poverty line (46.4% vs 27.1%) and previous incarcerations as a juvenile 
(48.5% vs 20.2%) and as an adult (82.1% vs 59.9%).  
 
Similar to other prison surveys the self-reported diagnosis of lifetime mental illness 
was significantly lower amongst Indigenous prisoners (32.1% vs 46.4% p<0.001).  
The Alcohol Use Disorders Identification Test (AUDIT) findings indicated that 
Indigenous prisoners were significantly more likely to report alcohol dependence 
than non-Indigenous prisoners (45.3% vs 22.4%, p<0.001). Using multivariate 
analysis, and adjusting for variables that were significant, the authors identified 
income below the poverty line (AOR 1.85, 1.11-3.08) and daily cannabis use (2.30, 
1.34-3.95) as significantly associated with alcohol dependence among Indigenous 
inmates. Although the AUDIT had not been validated in an Australian Indigenous 
population and data were collected by self-report, the sample size and ability to 
adjust prevalence estimates for sampling bias were strengths of the study. The 
findings were consistent with other key studies, emphasising the association 
between alcohol dependence and incarceration for Indigenous prisoners and the 
correlation with social disadvantage. 
 
A WA survey of 146 maximum secure prisoners published in 2012 (76), included 22 
Indigenous males and 21 Indigenous females. While the aim of the study was to 
evaluate a survey instrument, mental health questions were also incorporated into 
the survey. The findings were remarkably similar to previously cited studies, 
identifying that non-Indigenous inmates were significantly more likely than 
Indigenous inmates (OR = 2.32, p < 0.05) to report a history of treatment for 
“emotional or mental health problems”. Indigenous females cited depression (n = 8), 
anxiety (n = 2) and schizophrenia (n = 2) as the reasons for seeking treatment. 
Indigenous males cited depression (n = 2), anxiety or cooping problems (n = 1), 
schizophrenia or PTSD (n = 3) and “bipolar, suicidal ideation/tendencies, anger and 
grief” (n = 3). While this study may have been appropriate for piloting a survey 
instrument, in terms of adding to the understanding of mental disorders amongst 
Indigenous inmates, like the majority of studies on this topic, the Indigenous sample 
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was incidental, small, and the survey used broadly defined self-report mental health 
measures.  
 
There has only been one study published since the systematic review conducted for 
this thesis in 2009 that has focused specifically on the prevalence of mental disorder 
amongst a sample of Indigenous prisoners. This was the 2013 Koori Prisoner Mental 
Health and Cognitive Function Study (77) conducted in Victoria. This study was 
undertaken subsequent to the Queensland study (78) and the candidate was an 
invited consultant to the Victorian study and assisted in the development of the study 
design.  
 
A total of 122 Indigenous inmates were surveyed (107 males, 15 females) to 
determine the prevalence of mental disorders using the Mini International 
Neuropsychiatric Interview. While the survey included multiple health domains, for 
the purpose of this literature review the focus will be on the mental disorder findings. 
The study found that 72% of males and 92% of females had a lifetime diagnosis of 
mental illness (anxiety, mood or psychotic disorder) and 76% of males and 93% of 
females had a lifetime diagnosis of a substance use disorder. The lifetime 
prevalence of mental disorder included; affective disorder (males, 53% and females, 
74%), anxiety disorder (males, 48% and females, 57%) and psychotic disorder 
(males, 9.8% and females, 14.3%). Suicide thoughts were highly prevalent (lifetime, 
67% and 12 month, 27%) and approximately half of the sample (51%) reported that 
they had attempted suicide. Current substance dependence was present among half 
the males, 50% and two thirds of the females 66.7% and alcohol dependence was 
the most common substance dependence (males 41.2%, females, 33.3%). 
 
This study had a number of other important domains including cultural, social, health 
service use, intellectual functioning and qualitative data based on stakeholder 
interviews. This was an important survey as like the Queensland survey (12), the 
study from which this thesis is drawn, the Victorian study used culturally informed 
methods, considered multiple domains of mental health and used a mixed methods 
(quantitative and qualitative) approach to data collection. The study identified that the 
majority of participants suffered from some form of mental illness with major 
depression and PTSD being the most prevalent mental illness and alcohol 
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dependence being the most common mental disorder. The findings from this study 
support the importance of using an appropriate structured clinical diagnostic tool 
when determining prevalence estimates of mental disorder among Aboriginal and 
Torres Strait Islander people. This approach helps to minimise the risks, highlighted 
earlier, of underestimates associated with self-report and the use of other proxy 
measures to determine mental health prevalence. The main limitation to the study 
was the relatively small sample size. The study made 18 recommendations focusing 
on system level changes and clinical practice changes that were required to improve 
service delivery to the Indigenous prisoners in Victoria. 
 
Another important study relevant to the mental health of Indigenous prisoners was 
published in late 2015. The Indigenous Australians with Mental Health Disorders and 
Cognitive Disability in the Criminal Justice System (IAMHDCD) (79) was conducted 
in NSW. This study used linked administrative data sets (criminal justice and human 
services) and purposive sampling to identify 2,731 individuals. From this sample 
there 676 Indigenous people (583 males and 93 females) who had contact with NSW 
prisons and had also been diagnosed with a mental disorder or intellectual disability. 
The cohort was drawn from the 2001 and 2009 NSW Inmate health surveys 
(discussed above) and the NSW Corrective Services State-wide Disability Service 
data set. One particular strength of the study was that the data sets contained 
lifelong administrative information, another strength was that the data sets included 
both Indigenous and non-Indigenous cohorts enabling comparison across a variety 
of variables. The project also included a qualitative study of Indigenous individuals 
with a mental health disorder or cognitive impairment (MHDCD), their families and 
community members.  
 
The quantitative analysis focused on a comparison of Indigenous and non-
Indigenous persons. The Indigenous cohort with MHDCD were significantly more 
likely to have had earlier and more frequent contact with the criminal justice system 
including police contact and custody. They were significantly more likely to have 
been placed in out of home care, to have higher rates of homelessness, and to have 
had a higher prevalence of “complex needs” (multiple diagnoses and disability). 
Indigenous women in the cohort experienced the highest rate of complex needs and 
also experienced significantly greater disadvantage relative to non-Indigenous 
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women in terms of rates of homeless, remands into custody, out of home care as a 
child and early contact with the criminal justice system.   
 
The strength of this study was the ability to take a life course approach to the 
understanding of contact between Indigenous people with a MHDCD and contact 
with the criminal justice system. The study concluded Indigenous men and women 
with MHDCD experience “multiple, interlocking and compounding disadvantageous 
circumstances” (79 p10), that relate to early and frequent contact with the criminal 
justice system. The study used purposive sampling and was thus not designed to 
enable prevalence estimates of MHDCD. However, although limited to one 
Australian jurisdiction this study provided the most detailed understanding to date of 
the recruitment of adversity for Indigenous people with a MHDCD who have contact 
with the criminal justice system. The study also proposed a number of important 
principles and strategies to help address this challenge, these will be considered 
further in the discussion section of this thesis. 
1.8 Literature Review Summary 
Prior to the commencement of this thesis there was very limited information about 
the prevalence of mental disorder amongst Indigenous Australians in custody, Paper 
1, a systematic review on this topic (p40), revealed the limitations in existing data at 
the commencement of the thesis. The use of routine and large scale health data 
surveys of the custodial population such as the National Prisoner Health Data 
Collection and the Inmate Health Surveys in NSW have been extremely valuable and 
important exercises in improving the understanding of prisoner health generally since 
that time. However, they have been limited in terms of reliable mental health data, 
particularly with respect to Indigenous people. The recently published 2013 Victorian 
Koori Prisoner Mental Health and Cognitive Function Study and the 2015 IAMHDCD 
study, both discussed above, both cited the work of this thesis and both have also 
highlighted the nexus between mental disorder, adversity and incarceration faced by 
Indigenous Australians.  
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Chapter 2 
 
Methodology 
 
This thesis is based on clinical findings of a survey conducted across six 
Queensland Correctional Centres (CC’s) over a nine week period in May and July 
2008. The research was funded by the Queensland Mental Health, Drug and Alcohol 
Branch ($600,000). The candidate was the principal investigator.  
 
The survey included 3 components; 
a) Clinical Diagnostic Interviews using the Composite International Diagnostic 
Instrument (CIDI) Version 2.1 (80) and where indicated psychiatrist 
assessments for psychotic disorder. 
b) A Questionnaire that included pre-custody, custody, cultural and post release 
domains (Appendix VI) 
c) Qualitative interviews. 
 
This thesis is based on key clinical findings from the survey, including;  
 CIDI data that provided twelve month prevalence estimates of mental 
disorders and also data on trauma experiences.  
 Data obtained from clinical interviews providing prevalence estimates of 
psychotic disorders.  
 Selected relevant clinical data from components of the questionnaire 
(demographics, health service use prior to custody, suicide thoughts and acts 
and self-assessed intoxication at the time of arrest).  
 
The method for the survey while outlined in this chapter, will also be outlined in the 
peer reviewed manuscripts in Chapters 4, 5 and 6. While it was inevitable that key 
components of the method were included in each manuscript and therefore are 
repeated in the thesis, the method section in each paper has been tailored to the 
content of the paper and thus highlights unique aspects of the method and analysis 
relevant to the particular area of the research. The general methodological 
processes and considerations are outlined below. 
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2.1 Cultural Considerations 
A key aspect of designing the research method was the recognition that research 
involving Aboriginal and Torres Strait Islander people needed to be culturally 
informed and adhere to processes that were underpinned by respect for the unique 
history, culture and research experiences of Indigenous Australians (13, 81). The 
processes and methodological adaptations that were undertaken to ensure a 
culturally appropriate research method have been described in Paper 2 (p69). For 
the purposes of clarity the study design, location, participants, sampling, ethical 
undertakings, and measures and procedures will be outlined first. However, aspects 
of the culturally informed method commenced well before data collection and were 
integral throughout all stages of the research process including data collection, 
analysis, interpretation, writing, outcomes and the translation activities of this study. 
 
2.2 Study Design and Locations 
The study was a cross sectional survey of males and females in adult custody in 
Queensland who self-identified as Indigenous (Aboriginal, Torres Strait Islander or 
both Aboriginal and Torres Strait Islander). Data were collected from six correctional 
centres across the state of Queensland, at the time there were nine correctional 
centres (CC’s), excluding low security centres (“prison farms”). Queensland 
Corrective Services (QCS) provided a centre by centre breakdown of incarcerated 
individuals from a census taken prior to the commencement of the study. On 1 
January 2008 there were 1270 males and 95 females who identified as Indigenous 
across all nine main correctional centres and the low security sites. The census data 
informed the selection of the study sites. 
 
The six CC’s selected as study sites were, Lotus Glenn, Townsville, Arthur Gorrie, 
Woodford, Wolston, and Brisbane Women’s (Figure 5). This was based on the 
numbers of Indigenous prisoners in the centre and representativeness in terms of 
custodial status (remanded or sentenced) and correctional status (mainstream or 
protection). The six study sites housed approximately 75% of all male and 90% of all 
female Indigenous prisoners incarcerated in the state of Queensland at the time. The 
centres were geographically dispersed across the state, the distance from Brisbane 
where the research team was based, to Arthur Gorrie, Wolston, and Brisbane 
Women’s was approximately 45 kilometres (km’s) South West, for Woodford this 
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was approximately 100 km’s North West, for Townsville this was 1,335 km’s North 
and Lotus Glen was 1850 km’s North.   
 
Figure 5: Location of major correctional centres in Queensland 
 
 
Source Adapted from QCS 2008 annual report (82)  
 
2.3 Establishing the Research Team  
The candidate and Indigenous project manager determined that data collection 
needed to be undertaken in a culturally appropriate and ethically safe manner by 
individuals with training and experience in the field of research. In the state of 
Queensland at the time there were Indigenous Mental Health Workers (IMHW’s) 
trained and employed by Queensland Health mental health services. As these 
individuals were ideally qualified to be research assistants for this project the 
65 
 
candidate wrote to all Executive Directors of Area Mental Health Services in 
Queensland requesting release of their IMHW’s for a specified period in mid-2008 to 
enable them to participate in the research project, including training and data 
collection phases. This process was successful and a team of 12 IMHW’s was made 
available for the data collection phase. In addition to recruitment of IMHW’s an 
expert reference group was established that included Indigenous academics and 
clinicians (see paper 2) to inform and guide the research process. 
 
Following finalisation of the research design, the initial consultations described in 
paper 2, and the recruitment of IMHW’s the data collection phase was undertaken. 
Prior to commencement of data collection a two week training programme was 
conducted for the IMHW’s that involved orientation to CC’s, the use of research 
tools, ethical and emergency health procedures and mental health and capacity 
assessment training. There was a significant logistical exercise required to support 
data collection that included ensuring QCS security clearance and authorisations for 
all research assistants to enter relevant CC’s, as well as flights and accommodation 
to access study sites and supervision arrangements. The Indigenous project 
manager provided on-site supervision and cultural leadership for the IMHW team. 
The candidate oversaw all aspects of the data collection phase and provided clinical 
support and supervision and support to the project manager, and where indicated 
other team members, through regular face to face meetings and daily phone contact. 
 
2.4 Participants and Sampling 
The intention was to interview a 25% sample of Indigenous males and all consenting 
Indigenous females detained in custody in Queensland at the time of data collection. 
It was estimated that 75% of all Indigenous males (n = 953) and 90% of all 
Indigenous females (n = 86) were housed in the six study sites. Therefore to obtain a 
25% sample of the entire Indigenous male cohort (n = 1270) every third male in the 
study site would be approached to participate (n = 318). Given the relatively few 
females in custody it was planned that all females would be approached to 
participate in the survey. 
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Inclusion criteria: All males and females in adult custody, who identified themselves 
as an Indigenous Australian and who were judged by a trained interviewer to have 
the capacity to consent to participate. 
 
Exclusion criteria: Individuals who did not consent to participate or who were judged 
as unfit or unsafe to be interviewed. Those whose English language skills were 
considered insufficient to enable informed consent or participation in the interview 
were excluded, with the exception of Torres Strait Islanders who spoke Kriol, as 
trained interviewers who spoke Kriol were available. 
 
Sampling is a significant challenge in correctional centres. There are a large number 
of movements, releases and receptions to a correctional centre on a daily basis, 
particularly for centres that receive remand prisoners (this included five study sites). 
As an example the Arthur Gorrie CC was estimated to have approximately 40 
receptions and releases a day during the study period. The number of people in 
custody at any one time during the study period was likely to have varied, thus 
complicating the sampling process. In order to cater for this challenge the sample 
frame for each individual centre was determined by use of the nominal role on day 
one of data collection at that centre.  
 
A census taken by QCS of all Indigenous prisoners in Queensland custody on 30 
June 2008, a day during the data collection period, was used for comparison with the 
sample. The census data indicated there were 1497 (1381 males and 116 females) 
in Queensland CC’s. This data reflected an increase of 9.7% of Indigenous people in 
Queensland custody over a six month period between the initial census data 
(01/01/2008) and the census taken during the data collection period (30/06/2008).  
 
2.5 Ethics 
The ethical dimensions of this study were complex. Firstly this was research 
involving Aboriginal and Torres Strait Islander people. It was critical that the research 
design was culturally informed and consistent with key values articulated in the 
National Health and Medical Research Council (NHMRC) Guidelines for Ethical 
Conduct in Aboriginal and Torres Strait Islander Health Research including 
reciprocity, respect and equality (13). How this was achieved is discussed in detail in 
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paper 2. Secondly, the research involved a prisoner population. The NHMRC 
statement for the ethical conduct of research involving humans (83) identifies 
prisoners as “people in a dependent or unequal relationship” (Section 4.3 p59) and 
“people who may be involved in illegal activity” (section 4.6 p67). Processes in the 
prison setting that required particular attention included consent, confidentiality and 
participant safety. In addition mechanisms to address any urgent clinical concerns of 
participants and the safety and well-being of the research assistants were essential 
(84).  
 
An ethical framework for prisoner research, proposed by Font (85), was used to 
guide the research process. This framework requires consideration of the balance 
between excluding prisoners from research to protect against the risk of abuse and 
ensuring prisoners have access to research that they can benefit from. The 
principles considered in this research are paraphrased below; 
a) Research should have a high probability of direct benefit to prisoners and not 
more than the proportional risk. 
b) Research with prisoners is only justified if the results cannot be obtained by 
research in the community. 
c) Research should only occur if a group benefit can be expected for the 
prisoners. 
d) Research should only proceed with prisoners if the risks are low. 
e) Adequate informed consent processes and confidentiality should be in place. 
f) Adequate health care facilities must be made available to participants. 
g) Approval must be sort from an independent research ethics committee. 
 
It was the view of the research team, the expert reference group and key 
stakeholders who were engaged in the consultation process, including the 
Indigenous prisoners, communities and organisations (see paper 2) that the subject 
matter was a priority for this group. In addition it was considered that the potential 
benefits through translational activities justified the research and that the likelihood of 
risk to participants from a survey conducted in a culturally informed manner was low.   
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2.5.1 Consent and Confidentiality 
Consent for participation in this study was obtained from a signed consent form (see 
Appendix VI, p5 and 6). Prior to the consent process information about the study, 
including the voluntary nature of participation were provided in both verbal and 
written forms (see Appendix VI, p3). The “Information for Participants” form was 
provided directly to individuals at the time of seeking consent. It had also been made 
freely available to prisoners at each CC during an information session that was 
conducted prior to the data collection phase by the Indigenous project manager. It 
was made clear to prisoners that the research team were independent of QCS’s and 
that they were associated with the in-reach mental health services, ensuring that 
prisoners understood the potential relationship between the research survey and 
potential translational activities. 
 
Importantly the consent forms once signed were removed from the coded 
questionnaire to avoid any risk of identification of individuals’ responses. One 
consent form was provided to the individual, the other, once signed was immediately 
placed into a sealed envelope in front of the prisoner to reassure them that their 
confidentiality was protected. It was made clear prior to the consent process that 
participation in the study was voluntary and that participants had the right to 
withdraw from the study at any stage. It was also made clear that the information 
collected was confidential and de-identified.  
 
All interviews were conducted in confidential interview rooms in the health centres of 
the correctional facilities. Data were recorded by the interviewer and were not 
available to correctional staff and all data were only identifiable by a unique code. 
Questionnaires and consent forms were stored in locked cabinets in a Queensland 
Health facility and electronic data was coded, encrypted and password protected on 
Queensland Health computers with access only available through permission from 
the candidate. 
 
2.5.2 Participant Safety 
Both the project manager and candidate had significant clinical experience in the 
area of delivering mental health care to Indigenous people in custodial settings. The 
candidate was the Clinical Director of the mental health in-reach services provided to 
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four of the study sites and provided supervision and support to the mental health 
teams that provided clinical care in the two Northern sites. Thus there were 
established relationships, clinical pathways and mechanisms for information sharing 
in place at each of the study sites prior to commencement of data collection. In 
addition the candidate and project manager met with the General Managers, Nurse 
Unit Managers, Indigenous Liaison Officers and mental health teams at every study 
site to ensure there was a clear understanding of the research, the processes 
involved and the potential clinical implications.    
 
During the data collection period the project manager was always on site in the 
health centre to support research assistants. The candidate was always available on 
call to provide advice for any clinical concerns such as a participants presenting as 
acutely unwell or expressing a risk to themselves or others. There was access to 
immediate health assessments and health care should it be required.  
 
Any information that a research assistant considered relevant to ensure the 
necessary treatment of participants was discussed with the project manager and, 
when considered appropriate, was made available to health staff, with the 
participant’s consent. If consent was not provided and the information was not 
considered to place the individual or others at significant risk (a determination made 
through consultation between the candidate and project manager) then that 
information was not disclosed. Certain circumstances required mandatory disclosure 
of information to relevant health professionals. This included if it was determined that 
an individual was at an imminent risk of significant harm to themselves or others. 
Decisions about mandatory disclosure of such information were the responsibility of 
the candidate.  
 
Any participant who required immediate medical or mental health treatment were 
referred to relevant health staff. All participants were provided with an opportunity for 
debriefing or referral for further mental health consultation, if concerns were raised 
during the interview. 
 
Ethical clearance for the study was provided by the West Moreton Health Service 
District Human Research Ethics Committee (Appendix VII) and the study was also 
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approved by the Queensland Corrective Services Research Committee (Appendix 
VIII). 
2.6 Procedures and Measures  
Data were collected by face to face interviews conducted in the health centres of the 
relevant CC’s. Information was recorded on paper using a questionnaire (Appendix 
VI) and on laptop computers using the Composite International Diagnostic 
Instrument (CIDI). Interviews were conducted in a manner that ensured flexibility in 
the delivery, in order to meet the needs of the participant. Interviews took between 
60-150 minutes to complete, depending on the complexity of the issues identified. 
 
Interviews were conducted in four parts: 
 
Part 1 – Introduction. Provision of information about the research and consent 
process (Appendix VI). 
 
Part 2 – Interview using the questionnaire. Questions covered multiple domains 
including demographic, custody experiences, health service access, the Indigenous 
Risk Impact Screen (86), substance use and offending, suicide thoughts and actions 
and cultural experiences. In addition, the Psychosis Screener (PS) was 
administered; anyone who screened positive to any of the questions was identified 
as requiring a clinical interview (see Part 3). 
 
Part 3 – Clinical Diagnostic Interviews. The CIDI version 2.1 was used to determine 
the prevalence of mood, anxiety and substance use disorders. The CIDI is a 
comprehensive, well validated, fully standardised interview that can be used to 
assess mental disorders according to ICD-10 and DSM-IV criteria (80). In this study 
we chose to report the ICD-10 (5) findings to be consistent with other major national 
and international surveys (31, 87, 88).   
 
While the CIDI had not been validated with Aboriginal and Torres Strait Islander 
people, it was validated internationally in numerous cultures and languages (80). It 
had been used in the largest Australian survey of prison mental health (88) and the 
National Survey of Mental Health and Well Being (30). Both of these surveys 
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included Indigenous Australians in their sample. In addition we sort the views of the 
expert reference group and conducted a pilot with the IMHW’s to obtain their view 
about the applicability to an Indigenous participant. The mood, anxiety and 
substance use modules were considered appropriate for use with Indigenous people. 
We chose to use the 12 month rather than the lifetime version of the CIDI to reduce 
the risk of recall bias. 
 
The CIDI was not used to establish the prevalence of psychotic disorders, because it 
was recognised that some reported experiences that are considered culturally 
congruent experiences may be misinterpreted as psychotic symptoms (89, 90). 
Given the potential risk for cultural bias in the diagnosis of psychotic illness in 
Indigenous people using the CIDI module the candidate devised a three part method 
for establishing the presence or absence of a psychotic disorder. 
a) First, participants were screened for symptoms of psychosis using the self-
report Psychosis Screener, a well-recognised and valid screening instrument 
for detecting risk of psychotic illness (31). Those who screened positive were 
invited to participate in a clinical interview. 
b) Second, clinical interviews were conducted by forensic psychiatrists 
experienced in working in a custodial setting. Detailed information from the 
interviews were recorded on a proforma (Appendix IX). The diagnostic 
process was based on the clinical interview and the LEAD (Longitudinal 
history, Expert opinion and All Data) process for diagnosis (91). 
c) Information recorded on the proforma was reviewed by a diagnostic panel 
comprised of two forensic psychiatrists (including the candidate) and a cultural 
advisor (an Indigenous mental health clinician). If required, the psychiatrist 
who conducted the interview was also consulted by the panel. A consensus 
diagnosis was reached. 
 
Part 4 – Closure. Following completion of the questionnaire, the interviewer provided 
the participant with an opportunity to raise any concerns or problems that may have 
arisen as a result of the interview. 
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2.7 Data Management and Analysis 
Data from the questionnaires were coded and entered into excel spreadsheets to 
enable analysis. Data from the CIDI programme were extracted directly from laptop 
computers and entered into excel spreadsheets and merged with the corresponding 
code to match the individuals CIDI and questionnaire responses.  
 
Variables were created in the Stata data editor and all analysis were undertaken in 
Stata. Initially Stata 11 and 12 (92) was used and this was updated to Stata 13 (93) 
when this became available. The candidate oversaw all components of data 
management, a research assistant entered and cleansed data and undertook the 
preliminary creation of variables in collaboration with the candidate. The candidate 
conducted the majority of data analysis as indicated in Chapter 1.  
 
Data analysis has been described in the methods sections of Chapters 3-5. The 
analysis included descriptive statistics and where relevant and appropriate included 
Relative Risks (RRs) or Odds Ratios (ORs) with 95% confidence intervals (95%CI) 
for comparisons between variables. In Chapter 5 multivariate logistic regression was 
used to examine associations between substance use disorders and relevant 
covariates selected on clinical grounds.  
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2.8 Enhancing research quality through cultural competence: A case study in 
Queensland prisons  
 
Heffernan E, Andersen K, Kinner S. Enhancing research quality through cultural 
competence: A case study in Queensland prisons. Australas Psychiatry 2015; 23: 
654-7 
 
(Hyperlink, Impact Factor, Citations, see Appendix X) 
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Objective  
To describe the processes undertaken to maximise cultural competence in a 
complex research project and illustrate how this enhanced the quality of the research 
and impact of the research outcomes. 
 
Methods 
An epidemiological survey of the mental health of Indigenous people in custody in 
Queensland was conducted using culturally competent research processes.  
 
Results 
The research process that enhanced cultural competence is described. The research 
outcomes were positive in terms of participant and community experiences, 
participation rates, publications and other research outputs, capacity building and 
translation of research findings. 
 
Conclusions 
This paper describes in practical terms how to conduct culturally competent research 
and how this approach enhanced the scientific rigour of a complex Indigenous health 
research project. Indigenous health research should be conducted using a culturally 
competent method.  
 
Keywords: Indigenous population; prisons; research design; cultural competence; 
mental disorders 
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Introduction 
Indigenous health research is underfunded (1) and often poorly implemented (2). 
Cultural competence is central to successful Indigenous health research (3) and 
there is a well-articulated system of knowledge, skills, values and attributes that 
contribute to cultural competence (4). These processes lead to better participant, 
community and research outcomes (5, 6) and should be a routine part of research 
with Indigenous people. Nevertheless, there remains a perceived tension between 
methods that enhance cultural competence and concepts of scientific rigour (7), to 
the extent that these frameworks are sometimes considered incompatible (2).  
 
In this paper we argue that culturally competent and scientifically rigorous research 
methods in Indigenous health research are not only compatible, but complementary. 
We describe the development and implementation of a research project that 
investigated the mental health of Indigenous Australians in prison, with the goal of 
enhancing mental health service delivery (8). Indigenous Australians remain 
dramatically over-represented in prisons and many suffer from poor health and 
mental disorders (8, 9). One important barrier to progress in this area has been a 
lack of practical guidance on how to implement culturally competent research. Here 
we describe the methodological challenges we encountered and the responses we 
adopted to simultaneously enhance cultural competence and scientific rigour.  
 
Ensuring Cultural Competence 
Indigenous Leadership  
A key component of culturally competent research is having Indigenous leadership 
embedded into research governance at all levels (6, 10). This ensures that research 
activities are culturally safe and that appropriate support and supervision for 
Indigenous and non-Indigenous research staff is available. For this research, an 
Indigenous research manager was recruited to jointly lead the project. In addition 
independent guidance was obtained from an expert reference group comprising 4 
Indigenous and 3 non Indigenous clinicians and academics. The group initially met 
monthly during the research design phase and then quarterly throughout the duration 
of the project to monitor cultural integrity, identify potential risks, and provide input 
into consultation, report writing and translation of findings.  
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Priorities, Partnerships and Consultation  
The findings from the 1991 Royal Commission into Aboriginal Deaths in Custody 
(11) and other investigations since have identified mental health as a priority for 
Indigenous people in the community and in custody (12-14). It was necessary to 
establish this issue as a research priority and confirm this through consultation. 
Consultation was also critical to establish meaningful connections with Indigenous 
people in custody, and with representative communities and other stakeholders. 
Without establishing trust, rapport and working relationships, involvement of potential 
participants in the research process could be compromised. A key to culturally 
competent research is recognising that consultation is an essential component (15, 
16) that should be allocated sufficient resources and time prior to, during and after 
data collection and analysis.  
 
Participant and Community Consultation  
Consultation helps establish agreements and expectations, develop connections and 
partnerships, engage Indigenous expertise and knowledge, and establish a 
mechanism for research translation. Our research was relevant to all Indigenous 
communities in Queensland, including those in custody who may identify with prison-
based communities as well as their community of origin. As such, over a period of 
eighteen months we undertook consultation at custodial centres and with 30 
community and stakeholder groups in urban, rural and remote settings. Each 
consultation was given unique consideration based on the cultural protocols of the 
relevant community.  
 
Consultations generally covered four key areas: 
1- Introducing the researchers, their cultural heritage, experience and expertise, 
the goals of the research and advice on the importance of the research to the 
community.  
2- Describing the proposed method and seeking advice regarding the 
appropriateness of language, questions, mental health concepts and potential 
risks and benefits for participants and communities.  
3- Establishing how the knowledge gained would be returned to the community, 
how it may be used and translated into practice.  
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4- Obtaining information about experiences of family and friends with mental 
health problems returning from custody, including a focus on the types of 
services that might benefit them and any barriers to access. 
 
The consultations provided important information to inform the research and 
translation process. The investment of time and money to ensure that ethical, 
conceptual and methodological processes were culturally sound, prior to 
commencement of data collection, was rewarded during the later phases of the 
research including the high participation rate (8). 
 
Capacity Exchange 
Research can build capacity in a variety of ways, including enhancing the skills of 
researchers, participants, community members and health systems (10, 16). 
Capacity exchange is part of a culturally competent research process. During the 
study 12 Indigenous mental health workers from Queensland were recruited as 
research assistants and trained to undertake data collection. The experiences of 
these individuals, their connections to communities and understanding of mental 
health, made them ideally suited to the research interview process. Training included 
advanced psycho-education, risk assessment, research skills including use of 
diagnostic instruments and survey tools, and interpreting quantitative and qualitative 
data. Indigenous research assistants also built the capacity of non-Indigenous 
mental health staff involved in the care of participants, through education and 
training opportunities. An important component of participation in the research 
process was cultural supervision; a process of reflection, support and learning, 
guided by an individual with knowledge, skills and experience with Indigenous 
culture and community issues (17). Research assistants also received clinical and 
research supervision.  
 
Feedback from participants suggested that the interview process was well accepted 
and the involvement of Indigenous research assistants was perceived as a positive, 
valuable experience. We believe this enhanced rapport and communication, and 
resulted in more informed, detailed and accurate responses to surveys. This is a 
consistent finding in Indigenous health research (18).    
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Methodological Adaptation 
Although a primary aim of the research was to estimate the prevalence of mental 
disorder, any consideration of mental health needed to be based on an Indigenous 
perspective; “The Aboriginal concept of health is holistic, encompassing mental 
health and physical, cultural and spiritual health” (13). Therefore, in addition to 
clinical enquiry our survey included questions about social, community, custodial and 
health domains as well as cultural practice and used both quantitative and qualitative 
questions (19).  
 
Mental disorders were assessed using the Composite International Diagnostic 
Instrument (CIDI) version 2.1 (20). Although it had not been validated for an 
Australian Indigenous population it had been used extensively in research involving 
Indigenous people (21). An expert reference group for this project considered that 
the CIDI mood, anxiety and substance use modules would be suitable and would 
have a relatively low risk of measurement bias.  
 
Assessment for psychotic disorders followed a three-step method designed to 
reduce the potential for culturally congruent experiences to be misinterpreted as 
psychotic symptoms (22). First, participants were screened for psychosis risk using a 
well-validated 7 item screener (23), that covers delusional beliefs and a history of 
being diagnosed with schizophrenia. Use was supported by the expert refence group 
and individuals who endorsed any item were considered a positive screen. Second, 
individuals who screened positive were interviewed by a forensic psychiatrist with 
data recorded on a proforma. Third, the proforma was presented to a diagnostic 
panel of two forensic psychiatrists and an Indigenous mental health clinician, to 
determine if a diagnosis of psychotic illness was valid. This process resulted in 
several instances of diagnosis being reviewed, including examples of where 
culturally congruent experiences had been a source of diagnostic confusion for the 
psychiatrist. 
 
Outcomes 
Cultural competence enhances outcomes in Indigenous health research, but these 
outcomes are difficult to quantify (7). From a process perspective, the feedback from 
participants, the engagement of communities and the experiences of researchers 
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supports the value of culturally competent research. From an outputs perspective, 
the findings have been presented at 20 national conferences, published in a 
government report (19), scientific literature (8) and cited in the first report of 
Australia’s National Mental Health Commission (12) and the Closing the Gap 
Progress report (24). In addition, the methodology was highlighted as an example of 
culturally appropriate research during a national address by the National Congress of 
Australia’s First Peoples (25). Most important, but most difficult to quantify, are the 
translational outputs of the study. These have included capacity exchange within and 
beyond the research team, success in attracting additional, nationally competitive 
funding for research in the area of Indigenous mental health in custody, and 
enhancements to mental health services for Indigenous people in custody in 
Queensland. 
 
Conclusions 
Although it is now expected that health research with and for Indigenous Australians 
will be conducted in a way that is culturally competent, there remains uncertainty 
about how to undertake culturally competent research, and a fear that doing so may 
somehow compromise methodological rigour. In this paper we have described the 
steps taken to enhance cultural competence in research and identified how this 
enhanced the research experience for participants and their communities, improved 
the scientific rigour of the study, and increased the potential for translation and 
meaningful outcomes for Indigenous people. Cultural competence and 
methodological rigour in Indigenous health research should not be considered in 
contest, but rather symbiotic with and integral to quality health research that can 
genuinely improve health outcomes for Indigenous people.  
 
References – See Appendix II 
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Chapter 3 
 
Mental Illness is highly prevalent among Aboriginal and Torres 
Strait Islander people in Queensland Custody 
 
Heffernan E, Andersen K, Dev A, Kinner S. Prevalence of mental illness among 
Aboriginal and Torres Strait Islander people in Queensland Prisons. Med J Aust 
2012; 197: 37-41 
 
(Hyperlink, Impact Factor, Citations to date, see Appendix X) 
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Abstract  
Objective: To estimate the prevalence of mental disorder in a representative sample 
of Aboriginal and Torres Strait Islander people in Queensland prisons. 
 
Design: Cross-sectional assessment of mental health using a screening 
questionnaire, CIDI and clinical interviews, conducted by Indigenous mental health 
clinicians who undertook specific training for this purpose, with support from forensic 
psychiatrists when indicated.  
 
Setting: Six of the nine major correctional centres across the state of Queensland 
that housed 75% of all Indigenous males and 90% of all Indigenous females in 
Queensland prisons at the time of the survey.   
 
Participants: Adults who self-identified as Indigenous and were incarcerated in 
Queensland prisons between May and June 2008. The sample included 25% of all 
Indigenous males (n = 347, aged 18 – 62 years) and 62% of all Indigenous females 
(n = 72, aged 18 – 57 years). The recruitment fraction for males was 71.3% and for 
females was 81.2%.   
 
Main Outcome Measures: Diagnoses of anxiety, depressive and substance use 
disorders were made using the CIDI; diagnosis of psychotic illness was determined 
through psychiatrist interviews supplemented by a diagnostic panel. 
 
Results: The 12 month prevalence of mental disorder was 72.8% among men and 
86.1% among women. This comprised of anxiety disorders (males 20.2%, females 
51.7%); depressive disorders (males 11.4%, females 29.2%); psychotic disorders 
(males 8.1%, females 25.0%) and substance use disorders (males 65.5%, females 
69.2%). 
 
Conclusions: The prevalence of mental disorder among Indigenous adults in 
Queensland custody is very high compared to community estimates. There remains 
an urgent need to develop and resource culturally capable mental health services for 
Indigenous Australians in custody. 
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Introduction 
Aboriginal and Torres Strait Islander people are fourteen times more likely to be 
incarcerated than non-Indigenous Australians and represent 26% of the custodial 
population (1) despite being less than 3% of the Australian population (2). There are 
complex links between incarceration, social adversity and poor mental health for 
Indigenous people (3-5). While it is recognised that the prevalence of mental 
disorder among the general prison population is much higher than in the community 
(6, 7), knowledge about the prevalence of mental illness amongst Indigenous people 
in custody is limited and piecemeal (8). This is particularly disconcerting given that 
the report of the Royal Commission into Aboriginal Deaths in Custody (9), released 
two decades ago, highlighted the need to better understand the mental health of 
Indigenous Australians in custody .  
 
A recent report on the general health of Aboriginal inmates (5) which included 
screening items related to mental health problems (e.g. depression, suicidal ideation, 
substance use, history of mental health treatment and use of psychiatric medication) 
suggested that the prevalence of mental disorder amongst Indigenous inmates was 
high. Similarly, the high rates of death by drug overdose and suicide (10, 11) and of 
hospital admissions for severe mental illness in this group (12) in the immediate post 
release period support this premise. Understanding and addressing the mental 
health problems of Indigenous people in custody should be a health priority and must 
be done in a way that is both culturally competent and scientifically rigorous.  
 
Although previous studies have pointed to a high prevalence of mental illness among 
Indigenous prisoners (8), many have suffered from ill-defined sampling frames that 
jeopardise generalisability, a lack of systematic screening within this sampling frame, 
exclusive reliance on screening instruments to identify possible mental illness, and 
most importantly, a lack of cultural sensitivity in the conceptualisation of mental 
illness, study design and implementation.  
 
The aim of this study was to estimate the prevalence of mental disorders, 
(depressive, anxiety, psychotic and substance use disorders), among a large and 
representative sample of Indigenous prisoners. It employed systematic sampling and 
gold-standard methods for the assessment of mental illness and for the first time, 
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introduced culturally-sensitive methods of diagnosing psychotic illness in Indigenous 
prisoners.  
 
Methods 
Design and Participants 
Participants were sampled from six of the nine high secure correctional centres 
across Queensland that included both sentenced and remanded prisoners and 
contained approximately 75% of Indigenous males and 90% of Indigenous females 
in Queensland prison at the time. Surveys were conducted over an eight-week 
period in May and June 2008, and the time spent at each centre varied from one to 
two weeks. Prior to visiting the centres Indigenous inmates were provided with 
information about the survey in verbal and written form to ensure that participants 
understood the purpose and voluntary nature of participation.  
 
Potential participants were identified from the nominal role on the first day that the 
researchers visited that centre. Of those who self-identified as Indigenous on the 
nominal role (Aboriginal, Torres Strait Islander or both Aboriginal and Torres Strait 
Islander), all females (100% sample) and every third male (33% sample) on the 
nominal role were approached to participate in the study.  Participants received 
AUD$10 for their time. Excluded from the sample were those who did not consent to 
participate and those judged to be unable to provide informed consent or considered 
too physically or mentally unwell to participate.  
 
Procedure and Measures 
Data were collected via face-to-face interviews in confidential settings within the 
custodial centres. The questionnaire was administered by trained interviewers, 
contained both quantitative and qualitative domains, and included questions covering 
demographic, social, custodial, mental health, health care and cultural 
characteristics.  
 
In addition, interviewers administered the Composite International Diagnostic 
Instrument (CIDI) version 2.1 using a laptop computer to assess participants for 
depression and anxiety disorders during the previous 12 months. A modified version 
of the substance disorder module was administered, with questions about substance 
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use directed at the 12 months prior to incarceration to cater for the incarcerated 
population.  
 
The CIDI is a comprehensive, well validated, fully standardised interview that can be 
used to assess mental health disorders according to ICD-10 criteria (13). Individuals 
can meet diagnostic criteria for more than one mental disorder; we anticipated that 
co-occurring disorders were likely. While the CIDI has not been validated for an 
Australian Indigenous population, it was chosen because (a) Indigenous mental 
health experts consulted in the design of this research judged that it was appropriate 
to diagnose depression, anxiety and substance use disorders in this population, and 
(b) the CIDI has been widely used with Indigenous populations in other large 
prisoner studies (14) and in major national mental health epidemiological surveys 
(15). 
 
To prevent culturally congruent experiences being misinterpreted as psychotic 
experiences (16) the full CIDI interview was not used to identify psychotic disorders; 
instead we adopted a three-step process. First, the sample was screened with the 
CIDI psychosis screener, included in the questionnaire, to identify potential cases. 
Second, those who screened positive underwent face-to-face interviews with a 
forensic psychiatrist, who used the interview and all available clinical data to 
determine the presence or absence of a diagnosis. Third, this information, recorded 
in a standardised format, was reviewed by a diagnostic panel comprised of two 
psychiatrists and a cultural advisor (an Indigenous mental health clinician) to reach a 
consensus diagnosis.   
 
The members of the research team were predominantly Indigenous Australians and 
all were qualified mental health care professionals. They were trained in the use of 
the research tools, ethical and emergency care procedures. They were provided with 
onsite cultural and health care supervision and had access to a psychiatrist and 
centre health staff if required. The study involved Indigenous people in the design, 
implementation, data collection and interpretation of results. The research was 
supported, monitored and informed by a comprehensive consultation process with 
both Aboriginal and Torres Strait Islander community members.   
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Ethical Approval 
The study design and protocol were approved by the Queensland Health West 
Moreton Research Ethics Committee and was consistent with guidelines for ethical 
conduct in Aboriginal and Torres Strait Islander health research (17). 
 
Data Analysis 
Quantitative data were analysed using Stata v12.0; descriptive statistics were 
reported, and the relative risk of diagnosis by sex was determined.  
 
Results 
On 30 June 2008 there were 5,544 adults in Queensland prison (18), of whom 1,381 
males and 116 females identified as Indigenous. In the six centres surveyed there 
were 1,036 Indigenous males and 88 Indigenous females.  
 
Of the 487 males approached to participate in the study 347 were interviewed; 92 
declined to participate, 45 were released, transferred or not available and 3 were 
judged too unwell to be seen due to mental illness. The mean age of male 
participants was 31.5 years (SD 9.4) and of the male non-participants was 28.8 
years (SD 8.18), this difference was statistically significant (p = 0.03). Of the 88 
females approached to participate in the study 72 were interviewed; 10 declined to 
participate, 5 were either released or not available and 1 was judged too unwell to be 
seen due to a physical illness. There was no statistically significant difference in the 
mean age of female participants (29.2 years, SD = 8.5) and non-participants (30.47 
years, SD = 8.35) (p > 0.05). 
 
Of the 419 individuals who participated in the study, all completed the questionnaire 
and were screened for psychosis; 396 (94.5%) of these individuals also completed 
the CIDI automated interviews for anxiety, depressive and substance use disorders, 
(331 males and 65 females). Of the 23 individuals who did not complete the CIDI, 6 
(3 males and 3 females) were diagnosed with a psychotic disorder. Those who did 
not complete the CIDI were included in the prevalence estimates for psychotic 
disorders (Table 3), however for comparability purposes these 23 participants are 
excluded from Figure 1 (below), which is limited to the 396 individuals who 
completed both the questionnaire and the CIDI.  
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Demographics and Custodial Experience 
The majority of participants (79.7%) identified as Aboriginal (Table 1), over half were 
not in a relationship, the majority were unemployed and most did not complete 
beyond a year 10 education, with around a quarter of men (23.0%) and a fifth of 
women (19.4%) not having completed year eight schooling. The majority of the 
sample was sentenced prisoners (63.7%), the remainder were individuals who were 
remanded in custody.  Nearly half the sample (46%) had been incarcerated 4 or 
more times. Over half of the males (52.2%) and 37.5% of the females reported 
having spent time in youth custody, with 23% of males and 10% of females having 
spent more than a year in youth custody. 
 
Table 1 Demographic characteristics of participants by gender 
 Male (n= 347) Female (n=72) Total (N=419) 
n           (%) n        (%) n        (%) 
Indigenous Status    
Aboriginal 276      (79.5) 58 (80.6) 334    (79.7) 
Torres Strait Islander 33        (9.5) 4       (5.5) 37      (8.8) 
Aboriginal and Torres Strait Islander 38        (11.0 ) 10      (13.9) 48       (11.5) 
Currently in a Relationship 174     (50.1) 29     (40.1) 203    (48.4) 
Education Attainment of year 10 or 
less 
276     (79.5) 60      (83.2) 336  (80.2) 
Primary Income from Social Welfare 197     (56.8) 62      (86.1) 259  (61.8) 
Custodial Status    
Remanded 109 (31.4) 32      (44.4) 141   (33.6) 
Sentenced 231 (66.5) 36      (50.0) 267   (63.7) 
Unknown 7 (2.0) 4         (5.4) 11       (2.6) 
Previous Incarceration    
First Time 61 (17.5) 19       (26.5) 80       (19.1) 
2-3 times 113 (32.5) 22       (30.5) 135     (32.2) 
4-5 times 70 (20.2) 11       (15.2) 81       (19.3) 
6 or more times 94 (27.1) 18      (25.0) 112     (26.7) 
not known 9 (2.7) 2        (2.7) 11       (2.6) 
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Prevalence of Mental Health Disorders  
Of the 396 individuals who completed both the questionnaire and the CIDI the 
majority of men (72.8%) and women (86.1%) suffered from at least one mental 
health disorder in the preceding twelve months (Figure 1). Two thirds (66%) suffered 
from a substance use disorder, 25.2% from an anxiety disorder, 14.3% from a 
depressive disorder and 10.1% from a psychotic disorder. Mental health disorders 
were more common among the remanded sample (84.4%) than the sentenced 
sample (70.4%) (RR = 1.12, 95% CI 1.08-1.33, p = 0.002). 
 
Figure 1 Twelve month prevalence of mental disorder, by gender (n = 396) 
 
 
Women were significantly more likely than men to report suffering from an anxiety 
disorder (RR = 2.5, 95% CI 1.8-3.5), a depressive disorder (RR = 2.6, 95% CI 1.6-
4.1) or a psychotic disorder (RR = 3.1, 95% CI 1.8-5.3). The most common anxiety 
disorder amongst both men and women was post-traumatic stress disorder and the 
most prevalent depressive disorder was major depression (Table 2).  
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Table 2 Twelve month prevalence of anxiety and depressive disorder, by gender 
Mental Disorder 
Male 
(n=331) 
Female 
(n=65) 
p Value Total 
(N=396)       
n (%) n (%) n (%) 
Anxiety     
Panic Disorders 2      (0.6) 3     (4.6)  p = 0.008 5       (1.2) 
Agoraphobia 5      (1.5) 4     (6.1)  p > 0.05 9       (2.2) 
Social Phobia 4      (1.2) 8     (12.3)  p < 0.001 12     (3.0) 
Generalised Anxiety 
Disorder 
8      (2.4) 3      (4.6)  p > 0.05 11     (2.7) 
Specific Phobias 15    (4.5) 14    (21.5)  p < 0.001 29     (7.3) 
Obsessive Compulsive 
Disorder 
4      (1.2) 0       (0.0)  p > 0.05 4       (1.0) 
Post Traumatic Stress 
Disorder 
40    (12.0) 21    (32.3)  p < 0.001 61    (15.4) 
Any Anxiety Disorder* 67    (20.2) 33    (50.7)  p < 0.001 100   (25.2) 
Depression     
Major Depressive Episode 34     (10.2) 15     (23.0)  p = 0.004 49     (12.3) 
Dysthymic Disorder 9       (2.7) 7       (10.7)  p = 0.003 16     (4.0) 
Total Depressive 
Disorders* 
38    (11.5) 19     (29.2)    p < 0.001 57     (14.3) 
*Individuals could have more than anxiety or depressive disorder 
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Of the 419 individuals administered the psychosis screener 17% (n = 71) screened 
positive. Of these, 8 males and 1 female were unable to be assessed by a 
psychiatrist as they were either released or transferred prior to the assessment. Of 
the remaining 62 individuals, 28 males (8.1%) and 18 females (25%) were found to 
have a psychotic disorder (Table 3). 
 
Table 3 Twelve month prevalence of psychotic disorder, by gender 
Disorder 
Male 
(n=347) 
Female 
(n=72) 
p Value Total 
(N=419) 
n (%) n (%)  n (%) 
Schizophrenia 15  (4.3) 9    (12.5) p = 0.007 24  (5.7) 
Substance Induced 
Psychotic Disorder 
7     (2.0) 7   (9.7) p < 0.001 14   (3.3) 
Schizoaffective 
Disorder 
4    (1.2) 0   (0) p > 0.05 4    (1.0) 
Psychotic Disorder (Not 
Otherwise Specified) 
2 (0.6) 2    (2.8) p > 0.05 4    (1.0) 
Any Psychotic Disorder 28   (8.1) 18    (25.0) p < 0.001 46   (11.0) 
 
 
The majority of both men and women had a substance use disorder (Table 4), most 
commonly alcohol dependence (48.2%) or cannabis dependence (20.9%). Most 
individuals who had a substance use disorder had the more severe form, 
dependence. 
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Table 4 Twelve month prevalence of substance use disorder, by gender 
 
ICD 10 Diagnosis 
Male (n=331)            Female (n=65)          p Value Total (N=396)          
n (%) n (%) n (%) 
Alcohol 170    (51.3) 39      (60.0) p > 0.05 209    (52.7) 
 Dependence 155    (46.8) 36      (55.3) p > 0.05 191     (48.2) 
 Harmful Use 15      (4.5) 3         (4.6) p > 0.05 18        (4.5) 
Amphetamine 36      (10.8) 4         (6.1) p > 0.05 40        (10.1) 
 Dependence 34      (10.2) 4         (6.1) p > 0.05 38        (9.6) 
 Harmful Use 2         (0.6) 0         (0.0) p > 0.05 2           (0.5) 
Cannabis 70     (21.1) 17      (26.1) p > 0.05 87      (21.9) 
 Dependence 66     (19.9) 17     (26.1) p > 0.05 83      (20.9) 
 Harmful Use 4        (1.2) 0        (0.0) p > 0.05 4         (1.0) 
Opioids 32     (9.6) 7       (10.7) p > 0.05 39       (9.8) 
 Dependence 32    (9.6) 7       (10.7) p > 0.05 39       (9.8) 
 Harmful Use 0       (0.0) 0       (0.0) p > 0.05 0          (0.0) 
Sedatives 6       (1.8) 4       (6.1) p > 0.05 10       (2.5) 
 Dependence 0       (0) 1       (1.5) p > 0.05 1          (0.2) 
 Harmful Use 6      (1.8) 3       (4.6) p > 0.05 9          (2.2) 
Others* 28    (8.4) 11    (16.9) p > 0.05 39       (9.9) 
 Dependence 24    (7.2) 11   (16.9) p > 0.05 35       (8.8) 
 Harmful Use 4       (1.2) 0      (0.0 ) p > 0.05 4          (1.0) 
Any Substance 217  (65.5) 45   (69.2) p > 0.05 262    (66.1) 
 Dependence 208  (62.8) 43   (66.1) p > 0.05 251    (63.3) 
 Harmful Use 23     (6.9) 3      (4.6) p > 0.05 26       (6.5) 
*Includes Hallucinogens, Volatile Solvents and Psychoactive Substances, and other 
stimulants 
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Discussion 
Among the Indigenous inmates sampled, most men and women were diagnosed 
with at least one mental disorder, whereas the 12 month prevalence of mental 
disorder among adults in the Australian community is estimated at 20% (15). Given 
the vast over-representation of Indigenous people in prison, their frequent transition 
between prison and the community, and the high prevalence estimates of mental 
disorder in this group, the consequences of inadequate health care (7, 19)  must 
inevitably impact on Indigenous communities. The prevalence of depression and 
anxiety disorders, especially post-traumatic stress disorder, was high in this sample, 
and is similar to prevalence estimates of general prison populations (14), highlighting 
the critical need for adequate mental health services in prison settings (7). The high 
prevalence of diagnosed psychotic disorder, particularly among women (25%) is of 
concern and consistent with other Australian studies that have used screening tools 
to estimate the prevalence of psychosis in prisoners (14, 20). Psychotic disorder is 
associated with significant morbidity (21) and increased risk of re-incarceration (22). 
These findings highlight a critical mental health need for these individuals both in 
custody and during the transition back to their communities.  
 
This study, like others before it (8), identified a high rate of substance use problems 
among Indigenous prisoners. However, most previous studies have relied 
exclusively on screening instruments to do this, whereas this study has, for the first 
time, robustly estimated the diagnostic prevalence of substance abuse and 
dependence among Indigenous prisoners. Alcohol and cannabis dependence were 
the most prevalent substance use disorders identified. The National Indigenous Drug 
and Alcohol Committee recently highlighted the lack of opportunities that exist for 
Indigenous people to access appropriate treatment for these problems in custody 
(23). They suggested that if available, culturally appropriate interventions are likely to 
be successful, and provided clear recommendations about how to implement these 
services. Evaluation of such services, in a way that is both culturally sensitive and 
scientifically rigorous, is an essential next step. 
 
Sampling is a challenge for any research with custodial populations due to difficulties 
accessing all custodial centres and due to daily releases, transfers and receptions. 
However, given the centres we sampled contained 75% of all Indigenous males and 
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90% of all Indigenous females in custody at that time and the high recruitment 
fractions for both populations it is likely that the risk of sampling bias was minimised. 
Similarly the risk of recall bias is likely to have been reduced by using twelve month 
prevalence estimates for mental disorders. It is possible that such high estimates of 
psychotic disorder, particularly for the female population, might indicate 
measurement bias. However, given the comprehensive and culturally sensitive 
method used to make the diagnosis, we believe that these findings are accurate. 
Furthermore, any measurement bias would be at least partially offset by likely under-
detection of psychotic disorders, due to false negatives on the psychosis screener 
and the loss from the sample of some individuals who screened positive, but could 
not undergo diagnostic interviews due to their release.  
 
The small age difference between male participants and non-participants (about 2.5 
years) is unlikely to have substantially biased our prevalence estimates given the 
size of the male sample and that the mean age of this sample (31.5 years) was 
similar to the mean age of the total Indigenous male population in Queensland 
prisons at the time of the survey (30.6 years). A key strength of this research was the 
extensive consultation conducted with both Aboriginal and Torres Strait Islander 
communities and the involvement of Indigenous people in all aspects of the research 
process. Inevitably in this field of research cultural bias is a risk.  We aimed to 
ensure that any cultural bias or response bias was minimised through the use of a 
culturally informed research method and trained, culturally competent interviewers. 
This process helped to ensure that the research had integrity, and was not only of 
value, but most importantly not harmful to Indigenous people.   
 
The information that was obtained from this research is crucial to the planning and 
implementation of adequate mental health services for Indigenous people in contact 
with and leaving the criminal justice system. For mental health services to be 
effective they must be culturally capable, and accessible both in custody and in the 
community, with a focus on enabling continuity of care between the two. Such 
services can only be achieved through appropriate resourcing and stewardship. 
Their development is not only supported from a public health perspective, but also 
from a human rights and ethical perspective (24, 25).  
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While the marked over-representation of Indigenous people in Australian prisons 
remains a significant concern, prisons provide an opportunity for health care for a 
population who under-access health care in the community, both before and after 
release from custody (26). Although reducing the Indigenous incarceration rate 
remains a priority, improving the mental health of Indigenous Australians, including 
those who come into contact with the criminal justice system, is also important. 
Access to appropriate treatment may help prevent the ‘revolving door’ of 
incarceration.  
 
This study, the first of its kind in Australia, provides an opportunity for service 
planning and policy making to be based on reliable estimates of the nature, type and 
extent of mental disorder amongst Indigenous people in custody. In embracing the 
challenge of closing the Indigenous health gap it is critical that the mental health 
problems of Indigenous people in custody be addressed.  
 
References – see Appendix III 
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Chapter 4 
 
Post-Traumatic Stress Disorder among Aboriginal and Torres Strait 
Islander people in custody in Australia: prevalence and correlates 
 
Heffernan E, Andersen K, Davidson F, Kinner S. PTSD among Aboriginal and 
Torres Strait Islander people in custody in Australia: prevalence and correlates. J 
Trauma Stress 2015; 28: 523-30. 
 
(Hyperlink, Impact Factor, Citations, see Appendix X) 
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Abstract 
Mental disorder and trauma experiences are highly prevalent amongst individuals in 
custody, however, the impact of PTSD is rarely considered. Indigenous Australians 
are incarcerated at thirteen times the rate of non-Indigenous Australians and report 
high levels of trauma exposure and psychological distress. In further analysis of the 
largest systematic study of mental disorder amongst Indigenous Australians in 
custody (N = 396) we found that the 12-month prevalence of PTSD was high in both 
men (12.1%) and women (32.3%). Having PTSD was also associated with high rates 
of co-occurring mental disorders (anxiety 31.2%, depression 32.8%, psychosis 
24.6% and substance use, 75.4%), lifetime suicidal ideation (50.1%) and suicide 
attempts (34.4%). Individuals with PTSD, compared to those without, were more 
likely to experience other mental disorders OR = 2.42, 95% CI [1.12, 5.80] p =.022 
and lifetime suicide thoughts OR = 2.43, 95% CI [1.34, 4.39] p = .001 and attempts 
OR = 2.56, 95% CI [1.33, 4.83] p = .002 and high rates of intoxication at the time of 
arrest. Despite this, most (58.9%) had not accessed any form of mental health care 
prior to incarceration. These findings highlight the need to identify and manage 
PTSD in community and custodial populations. 
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Introduction 
It is well established that mental disorders are highly prevalent in prisoner 
populations worldwide (1). Most studies of mental disorder in prisoners have focused 
on psychotic, mood and substance use disorders, yet those that report on post-
traumatic stress disorder (PTSD) reveal prevalence estimates orders of magnitude 
higher than would be expected in a general community sample (2-4). In Australia, 
trauma experiences and PTSD are far more common among prisoners than in the 
community (5, 6). There is, however, limited information about PTSD in incarcerated 
Aboriginal and Torres Strait Islander people. This is despite the pervasive role that 
trauma plays in the mental health burden faced by Indigenous Australians (7), 
despite the marked health disparities between Indigenous and non-Indigenous 
Australians (8), and despite the fact that Indigenous Australians are over-
represented in Australian prisons by an age-adjusted factor of 13 (9). 
 
A Royal Commission into Aboriginal deaths in custody in 1989 (10) noted not only 
the high rate of incarceration of Indigenous people but also the significant role of 
historical trauma in relation to the mental health needs of this group. Despite 
recommendations focused on meeting these needs, the incarceration rate has 
continued to rise and trauma experiences and mental health problems have 
remained highly prevalent (11, 12).  
 
The 12-month prevalence of PTSD in the Australian population is estimated to be 
6.7% (13), however, there are no reliable national estimates of PTSD for Aboriginal 
and Torres Strait Islander people. Given that Indigenous Australians have reported 
much higher levels of psychological distress (14) and have a greater burden of 
disease than non-Indigenous Australians (15) it is likely that PTSD is also highly 
prevalent in this population. A study of three communities in Western Australia (N = 
221) found that 55% of individuals met lifetime ICD 10 criteria for a diagnosis of 
PTSD (16). The high prevalence of psychological distress among Indigenous 
Australians is thought to relate to the traumatic impacts of colonisation, the forced 
removal of children by the State, and policies and practices that resulted in social, 
economic, and cultural discrimination (7, 17, 18).  
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Two studies have described the prevalence of mental disorders in incarcerated 
Indigenous Australians. The first, a study of 285 Indigenous people in the Australian 
state of New South Wales, found the 12-month prevalence of PTSD to be extremely 
high: 19.5% for males and 49.2% for females (19). Similarly, a study of 396 
incarcerated Indigenous people in the state of Queensland found that the 12-month 
prevalence of PTSD was 12.0% in males and 32.3% in females (20). The high 
prevalence of PTSD, the over representation of Indigenous Australians in custody, 
and the complex interaction of trauma, incarceration, and mental illness (21, 22) 
justify the need to better understand the nature, correlates and trauma experiences 
associated with PTSD among this population.  
 
An enhanced understanding of PTSD for Indigenous people in custody is critical to 
developing appropriate mental health treatment responses. Significant cultural 
differences in experiences and expression of trauma and mental health problems 
place Indigenous Australians at risk of misdiagnosis and ineffective management (7, 
23). This is particularly pertinent in prison settings, given the limited availability of 
culturally competent mental health services (24-26) and the high rates of morbidity 
and mortality suffered by individuals in their transition from custody back to the 
community (27-29).  
 
The aim of this paper was to identify the demographic, trauma experience and 
custodial and offence-related correlates of PTSD in incarcerated Indigenous 
Australians, and to examine the co-occurrence of PTSD with other mental illness, 
substance use disorders and suicidal thoughts and behaviours. 
 
Method 
Participants and Procedure 
This study is based on further analysis of data from Australia’s largest systematic 
study of the prevalence of mental disorder among Indigenous people in custody (20). 
The survey was conducted across six of the nine high secure correctional centres in 
the Australian state of Queensland. These centres held approximately 75% of 
Indigenous males and 90% of Indigenous females in Queensland prisons at the time. 
The sample included both sentenced and remanded (pre-trial) prisoners who self-
identified as Indigenous (Aboriginal, Torres Strait Islander, or both) on the 
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correctional centre nominal role. Surveys were conducted over a 9-week period in 
May and July 2008. The study was approved by the Queensland Health West 
Moreton Research Ethics Committee. Participants were provided with information 
about the survey in verbal and written form to ensure that they understood the 
purpose and voluntary nature of participation. Consent to participate in the study was 
obtained in writing, via a signed consent form. 
 
We planned a priori to approach all females (100% sample) and every third male 
(33% sample) on Day 1 of survey commencement at each centre to participate in the 
study. Those who did not consent to participate, those judged unable to provide 
informed consent and those considered too physically or mentally unwell to 
participate were subsequently excluded from participation. A census of the 
Indigenous custodial population on day one of the survey period was used to assess 
sampling fraction and sample representativeness. At the time of the census there 
were 1,381 Indigenous males (M = 31.57 years SD = 9.83) and 116 Indigenous 
females (M = 31.36 years SD = 8.44) in custody in Queensland.  
 
Of the 487 males approached to participate in the study, 347 (25.1% of the census 
male sample) were interviewed; 92 declined to participate, 45 were released, 
transferred, or not available, and 3 were judged too unwell to be seen due to mental 
illness. Of the 88 females approached to participate in the study, 72 (62.1% of the 
total female census sample) were interviewed; 10 declined to participate, 5 were 
released, and 1 was judged too unwell to be seen due to a physical illness. The final 
sample size was 419 participants and 396 (males 331, females 65) completed both 
the questionnaire and CIDI components of the interview. All analyses were limited to 
these 396 individuals. 
 
Of the 396 participants 80.1% identified as Aboriginal, 8.1% identified as Torres 
Strait Islander, and 11.8% identified as both. Male participants (M = 31.48 years, SD 
= 9.42 years) were on average 2.7 years older than male non-participants (M = 
28.82 years, SD = 8.18, p = .032). There was no statistically significant difference in 
the age of female participants (M = 29.15 years, SD = 8.49) and non-participants (M 
= 30.47 years, SD = 8.35). The demographic characteristics of the final sample (N = 
396) are outlined in Table 1, disaggregated by gender and PTSD status. There were 
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no significant differences in demographic characteristics (Table 1) or the number of 
adult incarcerations (1 to 3 = 52.7%, 4 or more = 47.3%) between those with and 
without PTSD (Table 1). 
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Table 1 Demographic characteristics of the sample by gender and PTSD* diagnosis 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
*PTSD = Post Traumatic Stress Disorder
 Male  Female  Total 
 No PTSD 
(n = 291) 
PTSD 
(n = 40) 
No PTSD 
(n = 44) 
PTSD 
(n = 21) 
No PTSD 
(n = 335) 
PTSD 
(n = 61) 
Variable n % n % n % n % n % n % 
Age (years)             
  < 30 151 51.9 23 57.5 17 40.9 15 71.4 169 50.5 38 62.3 
  31-39 82 28.1 12 30.0 17 38.6 4 19.1 99 29.6 16 26.2 
  > 40 58 19.9 5 12.5 9 20.5 2 9.5 67 20.0 7 11.5 
Current relationship 137 47.1 22 55.0 8 38.1 19 43.2 156 16.6 30 49.1 
Education <year 10 236 81.0 31 77.5 33 75.0 20 95.2 269 80.2 51 83.6 
Custody status             
  Sentenced 201 69.7 17 42.5 19 43.2 7 33.3 220 65.7 31 50.8 
  Remanded 85 29.2 23 57.6 21 47.8 14 66.7 106 31.6 30 49.2 
  Not Known 5 1.8 0  4 9.1 0  9 2.7 0  
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Measures 
Data were collected via face-to-face interviews in confidential settings within the custodial 
centres. Inmates were provided with verbal and written information about the survey and 
received a payment for their time.  Interviews were conducted by Indigenous researchers 
with mental health experience, trained in the use of the research tools, ethical and 
emergency care procedures. They were provided with onsite cultural and health care 
supervision and had access to a psychiatrist and health staff if required. Indigenous 
clinicians and researchers were key contributors to research management, design, 
implementation, data collection and interpretation of results. The research was supported, 
monitored and informed by a comprehensive consultation process with Aboriginal and 
Torres Strait Islander communities (12).  
 
Mental health assessments were made via a questionnaire, a diagnostic instrument and, 
where indicated, clinical interviews for diagnosing psychotic disorders. The questionnaire 
contained both quantitative and qualitative domains, and included questions covering 
demographic, social, custodial, mental health, health care and cultural characteristics. 
Included were questions specific to having experienced lifetime, twelve month or current 
suicide thoughts or lifetime suicide attempts. In addition, participants were asked if they 
were intoxicated with alcohol or other drugs at the time of the events that led to their 
incarceration.   
 
The Composite International Diagnostic Instrument (CIDI) version 2.1 (30) was 
administered using a laptop computer to assess participants for depression, anxiety, and 
substance use disorders in the past 12 months according to ICD-10 criteria. Although the 
CIDI had not been validated for an Australian Indigenous population, it is a comprehensive 
and fully standardised interview (31) that has been validated internationally in numerous 
cultures and languages. In addition, it was chosen because Indigenous mental health 
experts and Indigenous mental health workers who examined and trialled the tool 
considered the depression, anxiety, and substance use disorders modules to be culturally 
appropriate for this population, and the CIDI had been used widely with Indigenous 
populations in other large prisoner studies (19) and in major mental health surveys in 
Australia (32) and internationally (33).  
 
The CIDI was not used to establish the prevalence of psychotic disorders as it was judged 
by Indigenous mental health experts that its use could introduce a risk of cultural bias, 
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given that some culturally congruent experiences can be misinterpreted as psychotic 
symptoms. Instead, the CIDI psychosis screener was used to identify those who may have 
been at risk of a psychotic disorder. All those who screened positive were interviewed by a 
forensic psychiatrist whose findings were presented to a diagnostic panel, including two 
psychiatrists and a cultural advisor; the panel determined if a diagnosis of psychotic 
disorder was to be made. 
 
With respect to PTSD, the standard CIDI 2.1 module assessed exposure to nine 
potentially traumatic events, listed in Table 2. In addition to the traumatic events, the 
standard CIDI module asks individuals if they suffered “other extremely stressful or 
upsetting events” or “suffered great shock” because someone close to them had suffered 
one of the nine events. Relevant symptom profiles are then assessed in order to determine 
whether a diagnosis is present.  
 
Data Analysis 
Data were analysed using Stata v13.0 (34). Descriptive statistics were calculated. Odds 
Ratios (OR) with 95% confidence intervals (95% CI) were reported for analyses comparing 
PTSD and non-PTSD groups on the following variables: demographics, trauma events, 
mental disorders, substance use disorders, and suicide thoughts and attempts. Odds 
ratios were calculated using Stata 13 IC case control calculator with exact confidence 
intervals and a chi squared test of independence. We chose to group diagnoses of harmful 
substance use and substance dependence into one category (substance use disorders), 
because substance dependence accounted for 95.8% of all substance use diagnoses in 
the sample. There was missing data for the following variables; lifetime suicide thoughts (n 
= 3) these were counted as negative responses, adult incarceration (n = 10) and pre-
custody health service use (n = 15).  
 
Results 
The 12-month prevalence of PTSD was 15.4% in the full sample (N = 396), 12.1% in 
males and 32.3% in females. The prevalence of PTSD was significantly higher among 
females than among males OR = 3.47, 95% CI [1.77, 6.67], p <.001. The mean age of 
onset of PTSD was not significantly different between males (M = 17.98 years, SD = 9.04) 
and females (M = 19.05 years, SD = 9.72).  
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Trauma experiences were pervasive amongst the sample; the mean number of trauma 
events for males without PTSD was 2.33, SD = 2.07 (range 0-9) and with PTSD was 3.88, 
SD = 1.98 (range 1-9), for females without PTSD it was 2.66 (range 0-8) and for those with 
PTSD it was 4.76 (range 1-8). Both men and women with PTSD were significantly more 
likely than those without PTSD to report being the victim of rape or other sexual assault, or 
the victim of a serious attack or assault. In addition, men with PTSD were significantly 
more likely than men without PTSD to report traumatic experiences of involvement in a life 
threatening accident, torture or terrorism, witnessing someone being badly injured or killed 
or experiencing great shock because of trauma that happened to someone else. Women 
with PTSD were significantly more likely than those without PTSD to report being 
threatened with a weapon, held captive, or kidnapped (see Table 2).  
 
Among men with PTSD, the two most prevalent trauma experiences reported as the “most 
serious trauma” were sexual assault (22.5%, age of onset rape M = 10.14 years, sexual 
molestation M = 10.50 years) and serious physical assault (17.5%, age of onset M = 21.0 
years) or witnessing someone being badly injured or killed (17.5%, age of onset M = 23.4 
years). For women the two most common serious trauma experiences were sexual assault 
(23.8%, age of onset rape M = 15.33 years, sexual molestation M = 10.50 years) or were 
in the “other” category (28.6%, age of onset M = 24.7 years).  
 
Individuals with a diagnosis of PTSD were significantly more likely than those without a 
PTSD diagnosis to suffer from any mental disorder OR = 2.42, 95% CI [1.12, 5.80], p 
=.022. Among those diagnosed with PTSD, 31.2% were also diagnosed with another 
anxiety disorder, 32.8% with depression, 24.6% with psychosis and 75.4% with a 
substance use disorder (Table 3). There was no significant association between PTSD 
and any substance use disorder, however disaggregation by substance type (Table 3) 
revealed that individuals with PTSD were significantly more likely than those without PTSD 
to suffer from a cannabis use disorder OR = 2.14, 95% CI [1.12, 4.00], p =.011 or another 
drug disorder OR = 2.82, 95% CI [1.00, 7.30], p =.021. The prevalence of alcohol, 
amphetamine, opioid and sedative use disorders was also higher among those with PTSD, 
however these group differences did not reach statistical significance at p <.05.  
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Table 2 Frequency of trauma events by gender and PTSD* diagnosis 
*p < .05. **p < .01. ***p < .001. 
*PTSD = Post Traumatic Stress Disorder 
 
Males 
Females 
 
 No PTSD 
(n = 291) 
PTSD 
(n = 40) 
 
 No PTSD 
(n = 44) 
PTSD 
(n = 21) 
  
Variable n % n % OR  [ 95% CI] n % n % OR  [95% CI] 
Life threatening accident 
101 34.7 22 55.0 2.3 [1.1, 4.8]** 11 25.0 6 28.6 1.1  [0.3,   3.8] 
Sexual assault 
22 7.6 9 22.5 3.6  [1.3, 8.9]** 12 27.3 12 57.1 3.6  [1.1, 12.2]* 
Sexually molested 
39 13.4 13 32.5 3.1  [1.4, 6.9]** 12 27.6 12 57.1 3.6  [1.1, 12.1]* 
Fire, flood, other natural disaster 
48 16.5 10 25.0 1.6  [0.7, 3.8]    8 18.2 5 23.8 1.4  [0.3,   5.8] 
Serious physical attack or assault 
106 36.4 21 52.5 1.9  [0.9, 4.0]* 22 50.0 18 85.7 6.0  [1.4, 35.4]** 
Threatened with weapon;  kidnapped 
114 39.2 20 50.0 1.6  [0.8, 3.2] 17 38.6 16 76.2 5.1  [1.4, 20.6]** 
Tortured or the victim of terrorism 
8 2.7 4 10.0 3.9  [0.8, 5.5]* 4 9.1 3 14.3 1.6  [0.2, 10.9] 
Had direct combat experience in a war 
11 3.8 2 5.0 1.9  [0.2, 9.8] 0  0  2.6 [0.8,   8.6] 
Witnessed bad injury or death 
129 44.3 30 75.0 3.8  [1.7, 8.9]*** 15 34.1 12 57.1  - 
Other very stressful or upsetting event 
51 17.5 11 27.5 1.8  [0.8, 3.9] 9 20.5 9 42.9 2.9 [0.8, 10.5] 
Witness trauma to someone close 
48 16.5 13 32.5 2.4  [1.1, 5.3]* 7 15.9 7 33.3 2.6  [0.7, 10.5] 
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Table 3 Association between PTSD* and other mental disorders by gender 
 
 
a hallucinogens, volatile substances, psychoactive substances. 
*p < .05. ***p < .001.  
* PTSD = Post Traumatic Stress Disorder 
 
Overall, those with PTSD had significantly more co-occurring mental health 
conditions than those without PTSD (Mdn = 3, range 1-12 vs. Mdn = 1, range 0-10) 
and this was the case for both males (Mdn = 2, range 1-10, vs. Mdn = 1, range 0-6) 
and females (Mdn = 5, range 1-12, vs. Mdn = 1, range 0-10). 
 
In terms of suicide thoughts and acts, compared with those who did not have PTSD, 
individuals with a diagnosis of PTSD were significantly more likely to report having 
 Male Female   
 No PTSD 
(n = 291) 
PTSD 
(n = 40) 
No PTSD 
(n = 44) 
PTSD 
(n = 21) 
  
Variable n % n % n % n % OR  [95% CI] 
Anxiety (not PTSD) 30 10.3 6 15.5 12 27.3 13 61.9 3.16 [1.57,  6.15]*** 
Depression 22 7.6 12 30.0 7 15.9 8 38.1 5.15 [2.50,10.37]*** 
Psychosis 20 6.9 5 12.5 5 11.4 10 47.6 4.04  [1.83,  8.63]*** 
Alcohol 148 50.9 22 55.0 25 56.8 14 66.7 1.35  [0.75,  2.45] 
Amphetamines 8  2.8 2  5.0 0 - 2  9.5 2.87  [0.61,11.10] 
Cannabis 59 20.3 11 27.3 7 15.9 10 47.6 2.14  [1.12,  4.00]* 
Opiates 26  8.9 6 15.0 5 11.4 2  9.5 1.48  [0.56,   3.52] 
Sedatives 5  1.7 1  2.5 2 4.6 1  4.8 1.59  [0.16,   8.62] 
Other drugsa 12  4.1 5 12.5 5 11.4 3 14.2 2.82  [1.00,   7.30]* 
Total substance use  186 63.9 31 77.5 30 68.2 15 71.4 1.69  [0.88,   3.40] 
Total mental 
disorders  
(not PTSD) 
201 69.1 34 85.0 35 79.5 18 85.7 2.42 [1.12,   5.80] 
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had suicidal thoughts, both in the past 12 months and in their lifetime (Table 4). 
Those with PTSD were also significantly more likely to report having attempted 
suicide at some stage in their life.  
 
Table 4 Association between suicidal thoughts and attempts, and PTSD* 
 
 No PTSD  
(n = 335) 
PTSD  
(n = 61) 
  
Variable n % n % OR  [95% CI] 
Thoughts       
Lifetime 100 29.9 31 50.8 2.43 [1.34,  4.39] ** 
12mths 28 8.4 15 24.6 3.58 [1.64,  7.52] *** 
Current 5 1.5 3 4.9 3.41  [0.51, 18.02] 
Lifetime attempts 57 17.0 21 34.4 2.56  [1.33,   4.83] ** 
**p < .01 ***p < .001 
*PTSD = Post Traumatic Stress Disorder 
 
Fewer than one third (22.8%) of participants reported accessing mental health care 
(Psychiatrist, General Practitioner, Community or Inpatient Mental Health Service, 
Psychologist or Counsellor) in the 12 months prior to custody; there were no 
significant differences in health care utilisation between those with and without 
PTSD. The proportion reporting accessing mental health care before custody was 
higher among women (41.7%) than among men (19.3%) OR = 2.98, 95% CI [1.58, 
5.34], p < .001. 
 
In terms of self-reported intoxication and offending, 67.2% of participants with PTSD 
(n = 41) reported being under the influence of alcohol at the time of the event that led 
to their incarceration, and 62.2% (n = 38) reported being under the influence of illicit 
drugs at this time. 
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Discussion 
We found that PTSD was highly prevalent among Aboriginal and Torres Strait 
Islander people in prison. The 12-month prevalence of PTSD was 12.1% for males 
and 32.3% for females. The significance of these findings is highlighted by 
comparison with the general Australian population, where the estimated 12 month 
prevalence of PTSD is 4.3% in men and 8.3% in women (13). We also identified a 
significant association between PTSD and experiences of sexual and physical 
trauma, particularly early in life with the mean age of onset of PTSD for both men 
and women being late adolescence. 
 
We identified for the first time that PTSD among Indigenous Australians in custody 
was associated with high rates of co-occurring mental illness and substance use 
disorders, and high rates of suicide ideation and suicide attempts. These findings 
suggest that correctly diagnosing PTSD in custodial settings is critical. Failure to 
identify this highly prevalent and core clinical problem could result in misguided 
treatment, perpetuating poor clinical outcomes and increasing the risk of poor health 
outcomes including self-harm and suicide in affected individuals.  
 
Clinical services in custodial settings need to be cognisant not only of the high 
prevalence of PTSD among prisoners in general, but also the particular risk amongst 
Indigenous people in custody. Commensurate with this is a need to understand the 
historical and social context that may contribute to experiences of PTSD amongst 
Indigenous people, and the cultural context that may shape the expression of this 
disorder. In addition, the high prevalence of sexual assault identified as the most 
serious trauma in both men and women highlights a particular clinical challenge that 
relates to understanding the needs associated with this type trauma and 
incorporating this understanding into the approach to mental health care. 
 
In this study co-occurring mental disorder and severe substance use disorder was 
normative. These findings are consistent with those from studies in the general 
population, where individuals with PTSD often experience co-occurring mental 
illness and substance use disorders (35, 36). Although high levels of co-occurring 
disorder may in part be explained by overlapping symptom clusters, particularly with 
respect to anxiety and depressive disorders, it would certainly not account for such 
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high rates of these disorders and would not account for the prevalence of psychotic 
disorders, particularly given the methodology used to make the diagnosis in this 
study. Nor would overlapping symptom clusters account for the high rates of 
substance use disorders in this sample.  
 
To contextualise the extent of co-occurring disorders it is relevant to compare to the 
general Australian population where the prevalence of co-occurring anxiety and 
affective disorder is 4.5% for women and 2.8% for men. In our study 38.1% of 
women and 30% of men had co-occurring PTSD and depressive disorder. The 
prevalence of co-occurring anxiety and substance use disorder in the general 
Australian population is 1.4% for women and 2.1% for men (13); in our study 
substance use disorder co-occurred with PTSD in 75.4% of women and 77.5% of 
men. Given that co-morbidity is associated with poorer health outcomes and greater 
functional impairment (13), any effective treatment of PTSD needs to also consider 
the treatment of co-occurring disorders, particularly substance use. 
 
The most prevalent co-occurring substance use disorder in this study was alcohol 
(59.0%) and two thirds of participants with PTSD reported being intoxicated with 
alcohol at the time of offending. The association between alcohol use disorders, 
PTSD and incarceration is also evident in other studies (1, 22, 37). Given emerging 
evidence that integrated treatment for those with comorbid PTSD and substance use 
can be effective in prisons (38) clinical services should adopt an integrated approach 
to meeting these needs. Treatment of alcohol use disorders in custody, and after 
return to the community, has the potential to both reduce the extreme substance-
related mortality and morbidity faced by Indigenous Australians after release from 
prison (27-29), and may also contribute to reducing recidivism (37). Currently these 
needs are not being met (22). 
 
Consistent with other studies in both prison and community settings (39, 13), in this 
study the odds of suffering PTSD were around three and half times higher for 
females. This is particularly pertinent for Indigenous women who are 22 times more 
likely than non-Indigenous women to be incarcerated (9). Given this, there is an 
urgent need to improve screening processes to identify those at risk of PTSD, and to 
better understand how to manage this condition in custody and in transition back to 
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the community. It is important to note that the most frequently reported most serious 
trauma event by Indigenous women was the “other” category (28.6%), highlighting 
that further work is required to better understand and inform assessment and 
treatment approaches for Indigenous women in custody. 
 
Despite the very high prevalence of mental disorder identified amongst participants 
in this study, more than half had not accessed any form of mental health care in the 
12 months prior to their incarceration. The reasons for this low level of mental health 
care contact are likely to be multifaceted, and will require further investigation to 
inform targeted health service responses (40). Improved access to treatment for 
PTSD and other mental disorders after release from custody may help to ameliorate 
some of the poor health, social, and criminal justice outcomes seen in this 
population.  
 
Although the present study focussed on Indigenous Australians in custody, the 
findings are likely to have relevance for other incarcerated populations, for whom 
mental disorders, including PTSD, are common (1, 4). Given the remarkably high 
prevalence of PTSD in this population, we believe that assessment for PTSD should 
be a routine component of mental health care in custodial settings. The treatment of 
mental disorder in custodial settings should be prioritised in a manner consistent with 
the prevalence. This should be reflected in resourcing and access to appropriately 
qualified mental health and drug and alcohol specialists, and importantly must also 
include access to individualised psychological therapies. In addition, any treatment 
programmes must acknowledge and be responsive to the cultural needs of the 
individual. 
 
One limitation of this study was that the CIDI 2.1 had not been validated in an 
Australian Indigenous population, such that we may have over- or underestimated 
the prevalence of PTSD and other mental disorders. This tool, however, has been 
used widely in Australian health surveys (13) and has been validated in numerous 
countries across numerous cultures (31). We have no reason to believe that the CIDI 
modules we used would be unsuitable for use with Indigenous Australians. In 
addition to other methodological adaptations in our study (12) we consulted 
Indigenous mental health experts about the use of anxiety, depressive, and 
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substance use disorder modules and were advised that these modules were unlikely 
to be a source of measurement bias due to cultural differences. With respect to 
PTSD diagnosis, it is possible that the prevalence has been underestimated given 
limitations in the options of trauma type available within the prompt questions of the 
CIDI 2.1. The more recent version of CIDI (World Mental Health CIDI), with an 
expanded list of trauma options, has been shown to generate higher PTSD 
prevalence estimates (41).  A second limitation of this study relates to sampling. It is 
possible that our sample was not representative of the Indigenous custodial 
population in Queensland, although we estimated, based on census data, that we 
interviewed 25% of all Indigenous males and 62% of all Indigenous females in 
custody at the time of our survey. We cannot guarantee the generalisability of this 
sample and based on sample size the statistical power may have been low for some 
comparisons, particularly within subgroups. Similarly, although this is the largest 
systematic study of an Australian incarcerated Indigenous population, we only 
sampled participants from one Australian state that accounted for 24% of Australia’s 
Indigenous prisoners (9). While we therefore cannot guarantee that our findings will 
be relevant in other Australian jurisdictions, we have no reason to believe that they 
will not be relevant. Indeed, national research suggests that the health profile of 
Indigenous prisoners is strikingly similar across Australian jurisdictions (5). Key 
strengths of the study include efforts to undertake the study in a culturally 
appropriate manner, the relatively large and representative sample, and the use of 
well-validated assessment tools. 
 
The findings from this study emphasise not only the high prevalence of PTSD, but 
also the complex nature of this condition in terms of the association with co-occurring 
disorders, suicidality, poor access to health care and risks of recidivism. The high 
rates of mental disorder and incarceration in Australia’s Indigenous people are 
linked, and reflect broader social inequity: “inequalities in health arise from 
inequalities in society” (42). Health inequalities for Australia’s Indigenous population 
remain stark, and although the links between social inequalities and health 
inequalities are evident worldwide for Indigenous populations (43), there remain 
many opportunities for improving health care and health outcomes for Indigenous 
people. Although incarceration should be a sanction of last resort, it nevertheless 
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provides opportunities to identify and treat unmet health needs, including high-
prevalence mental disorders such as PTSD. 
 
References – see Appendix IV 
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Abstract 
Introduction and Aims: To describe the prevalence, type, and mental health 
correlates of substance use disorders in a large sample of incarcerated Indigenous 
Australians.  
 
Design and Methods: An epidemiological survey of the mental health of Indigenous 
people in custody in the state of Queensland, Australia was conducted using 
culturally informed methods. The prevalence, type and mental health correlates of 
substance use disorders were determined using a diagnostic interview and 
questionnaire.  
 
Results: In a sample of 396 Indigenous people (331 males, 65 females) the 
prevalence of any substance use disorder was 66%. Alcohol dependence (males 
47%, females 55%) was the most common type of substance use disorder, followed 
by cannabis dependence (males 20%, females 26%). Mental illness (anxiety, 
depression and psychotic disorder), and lifetime suicide thoughts and attempts, were 
significantly more likely among those with a substance use disorder. The majority of 
the sample reported intoxication with alcohol (70%) and/or other drugs (51%) at the 
time of arrest. Most individuals (87%) had not accessed alcohol and other drug 
services in the 12 months prior to custody. 
 
Discussion and Conclusions: Substance dependence was normative in this 
sample and was associated with other forms of mental health adversity, yet most 
individuals reported no access to health services prior to incarceration. Effectively 
responding to substance dependence for Indigenous Australians is a public health 
and criminal justice priority. Culturally capable alcohol and other drug treatment 
services in custody and in the community are critical, and should be co-located and 
coordinated with mental health services.  
 
Keywords: Indigenous population; prisons; alcohol; drugs; mental disorders 
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Background  
The 2015 Australian Medical Association report card on the health Aboriginal and 
Torres Strait Islander people (Indigenous Australians) described significant concern 
over the escalation in incarceration rates (1). The report rightly interpreted this 
problem as symptomatic of the health disparity between Indigenous and non-
Indigenous Australians. The age standardised rate of incarceration for Indigenous 
Australians is 13 times that of non-Indigenous Australians (2) and the majority of 
Indigenous people in custody suffer from mental disorders (3, 4).  Substance use 
disorders in particular are key drivers of this high incarceration rate (5-7) and a 
significant contributor to the health burden and health inequality of Indigenous 
Australians (8, 9). Substance use in Indigenous Australians has negative impacts on 
physical (10), social and community well-being (11). The Australian National Mental 
Health Commission described the high rates of incarceration of Indigenous people 
as “shocking” (12) and noted the relationship with the high prevalence of mental 
disorder in this group. These concerns were also highlighted in a recent annual 
report that monitors Australia’s progress in addressing the health gap between 
Indigenous and non-Indigenous Australians (13).   
 
While the custodial setting offers an opportunity (albeit a regrettable one) to access 
treatment for health-related problems, poor health outcomes post-release including 
relapse to risky substance use and the elevated risk of preventable morbidity and 
mortality (14-17) suggest that this rarely translates into sustained health 
improvements. A key challenge in reversing these poor public health and criminal 
justice outcomes is ensuring adequate access to culturally appropriate alcohol and 
other drug (AOD) treatment services for prisoners (11) and for the same individuals 
after they return to the community.  
 
A recent study of prison entrants in Australia identified just how prevalent 
problematic substance use is for both Indigenous and non-Indigenous prisoners. 
However, it also highlighted the need for different service responses to address 
these challenges for Indigenous people (18). One critical first step in developing 
such services is understanding patterns of AOD service utilisation before 
incarceration and the extent and types of substance use diagnosis in this population. 
We undertook further analysis of data from Australia’s largest systematic study of 
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mental disorders amongst Indigenous people in custody (3) to describe the 
prevalence and type of substance use disorder amongst a sample of Indigenous 
men and women in Queensland custody, and to explore the associations between 
substance use disorder and other mental disorders, arrest and community health 
service utilisation in this group prior to incarceration.    
 
Methods 
The methodology for this study was a cross sectional survey using a standardised 
diagnostic instrument and a questionnaire (3). 
 
Participants 
Surveys were conducted in six of the nine correctional centres in the state of 
Queensland. The six targeted centres held approximately 75% of Indigenous males 
and 90% of Indigenous females incarcerated (either remanded in custody (pre-trial) 
or sentenced) in Queensland at the time. From these centres 100% of the females 
and 33% of the males who self-identified as Indigenous (Aboriginal, Torres Strait 
Islander or both) were approached to participate in the study. Excluded from the 
sample were those who did not consent to participate, those judged unable to 
provide informed consent, and those considered too physically or mentally unwell to 
participate.  
 
Measures 
Data were collected via face-to-face interviews in confidential settings within the 
custodial centres. Prisoners were provided with information about the survey in 
verbal and written form to ensure that they understood the purpose and voluntary 
nature of participation. Interviews were conducted by Indigenous researchers with 
mental health experience, who were trained in the use of the research tools, ethical 
and emergency care procedures. The research assistants were supported by an 
Indigenous manager and clinician, and a psychiatrist was available if required. The 
study relied on the involvement of Indigenous people in the design, implementation, 
data collection and interpretation of results, and was informed by a comprehensive 
community consultation process (19). 
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Assessments were made via a questionnaire, a diagnostic instrument and, where 
indicated, clinical interviews for diagnosing psychotic disorders. The questionnaire 
covered demographic, social, custodial, mental health, health care and cultural 
characteristics. Participants were asked about their history of suicide thoughts and 
acts (current, past 12 months, lifetime), and about utilisation of AOD services and 
services for mental health care (psychiatrist, psychologists, general practitioner, 
inpatient or community mental health services or counsellor) in the 12 months prior 
to custody.  
 
The Composite International Diagnostic Instrument (CIDI) version 2.1 (20) was 
administered to assess participants for depression and anxiety during the previous 
12 months, and substance use disorders during the 12 months prior to custody. To 
cater for an incarcerated population we modified the standard CIDI questions for 
substance use disorders from the past 12 months to the 12 months before 
incarceration, and used ICD-10 criteria for harmful use and dependence (21).  
 
Ethics Approval 
The study design and protocol were approved by the Queensland Health West 
Moreton Research Ethics Committee and were consistent with guidelines for ethical 
conduct in Aboriginal and Torres Strait Islander health research (22). 
 
Data Analysis 
Data were analysed using Stata v13.0 (23); descriptive statistics are reported, and 
Odds Ratios (ORs) with 95% confidence intervals (95%CI) are reported for 
comparisons between those with and without a substance use disorder. We used 
multivariate logistic regression to adjust for factors that may influence the association 
between substance use disorders and relevant covariates selected on clinical 
grounds.  
 
Results 
Sample  
During the survey period there were 1381 Indigenous males and 116 Indigenous 
females in custody in Queensland. Of 487 males approached to participate in the 
study, 347 (71%) were interviewed, 92 declined to participate (19%), 45 were 
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released (9%), transferred or not available and 3 (1%) were judged too unwell to be 
seen due to mental illness. Of the 88 females approached to participate in the study 
72 (82%) were interviewed; 10 declined to participate (11%), 5 (6%) were released 
and 1 (1%) was judged too physically unwell to be seen. Among the final sample of 
419 individuals, 396 (95%) completed the diagnostic interview and were included in 
this study. Of these, 81% identified as Aboriginal, 8% as Torres Strait Islander and 
12% as both. The mean age of male participants was 31.5 years and was 28.8 years 
for male non-participants, this difference was statistically significant (p = 0.03). There 
was no statistically significant difference in the mean age of female participants (29.2 
years) and non-participants (30.47 years) (p > 0.05). 
 
 
Demographic Characteristics 
The majority of participants were male (84%), not in a relationship (53%), had less 
than 10 years of education (59%) and had been in custody on more than 1 occasion 
(81%). One third (34%) had at least one mental illness (anxiety, depressive or 
psychotic disorder). Those with a substance use disorder were on average 
significantly younger, more likely to be on remand, and more likely to have a mental 
illness than those without a substance use disorder (Table 1). Given there were no 
significant differences in the prevalence of substance use disorders (Table 2) and 
demographic variables between males and females (all p > 0.05) they were grouped 
together for the purpose of regression analysis.  
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Table 1: Demographic characteristics and odds of mental illness according to 
substance use disorder (SUD) 
 
 No SUD 
(n=134) 
SUD  
(n=262) 
OR (95% CI)  
 n % n %   
Age in years 
<30 
30+ 
 
59 
75 
 
44 
56 
 
147 
115 
 
56 
44 
 
 
1.63 (1.05-2.53) p=0.023 
Gender 
Female 
Male 
 
20 
114 
 
15 
85 
 
45 
217 
 
17 
83 
 
 
1.18 (0.67-2.10) p=0.568 
Current Relationship 60 45 126 48 1.14 (0.75-1.74) p=0.532 
Education <year 10 70 52 162 62 1.48 (0.97-2.26) p=0.067 
Custody Status* 
Remanded 
Sentenced 
 
36 
94 
 
27 
70 
 
98 
158 
 
40 
60 
 
 
1.61 (1.02-2.56) p=0.037 
Adult Incarceration* 
1-3 
4 or more 
 
75 
56 
 
57 
43 
 
129 
126 
 
51 
49 
 
 
1.31 (0.86-2.00) p=0.215 
Mental illness 35 26 100 38 1.75 (1.10-2.76) p=0.017 
* missing data n= 1 
 
Substance Use Disorders 
Two thirds of participants (66%) had at least one substance use disorder, almost 
always including substance dependence (63%). The most prevalent substance use 
disorder for both men and women was alcohol dependence (males 47%, females 
55%), followed by cannabis dependence (males 20%, females 26%). There were no 
significant differences in the prevalence of substance use disorders (Table 2) 
between males and females (all p > 0.05). A high proportion of both males (25%) 
and females (32%) had multiple, co-occurring substance use disorders (Figure 1).  
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Figure 1: Co-occurring substance use diagnoses by gender 
 
 
Those with a substance use disorder were significantly more likely to be less than 30 
years of age (37% vs. 29%, p = 0.02), to be on remand (pre-trial detention) (40% vs. 
27%, p = 0.04) and to have a mental disorder (38% vs. 26%, p = 0.02). Associations 
for potential explanatory variables (Table 1) with substance use disorders were 
examined using a backward stepwise multivariate logistic regression analysis. The 
associations between substance use disorder and age less than 30 (AOR = 1.60, 
95% CI 1.05-2.44, p = 0.03) and mental illness (AOR = 1.72, 95% CI 1.09-2.73, p = 
0.02) remained statistically significant (LR chi2(2) = 10.7).   
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Table 2: Prevalence of substance use disorder according to sex 
ICD 10 Diagnosis 
Male (n=331)           Female (n=65)         Total (N=396)         
n     (%) n      (%) n      (%) 
Alcohol 170    (51.3) 39      (60.0) 209    (52.7) 
 Dependence 155    (46.8) 36      (55.3) 191     (48.2) 
 Harmful Use 15      (4.5) 3         (4.6) 18        (4.5) 
Amphetamine 36      (10.8) 4         (6.1) 40        (10.1) 
 Dependence 34      (10.2) 4         (6.1) 38        (9.6) 
 Harmful Use 2         (0.6) 0         (0.0) 2           (0.5) 
Cannabis 70     (21.1) 17      (26.1) 87      (21.9) 
 Dependence 66     (19.9) 17     (26.1) 83      (20.9) 
 Harmful Use 4        (1.2) 0        (0.0) 4         (1.0) 
Opioids 32     (9.6) 7       (10.7) 39       (9.8) 
 Dependence 32    (9.6) 7       (10.7) 39       (9.8) 
 Harmful Use 0       (0.0) 0       (0.0) 0          (0.0) 
Sedatives 6       (1.8) 4       (6.1) 10       (2.5) 
 Dependence 0       (0) 1       (1.5) 1          (0.2) 
 Harmful Use 6      (1.8) 3       (4.6) 9          (2.2) 
Others* 28    (8.4) 11    (16.9) 39       (9.9) 
 Dependence 24    (7.2) 11   (16.9) 35       (8.8) 
 Harmful Use 4       (1.2) 0      (0.0 ) 4          (1.0) 
Any Substance 217  (65.5) 45   (69.2) 262    (66.1) 
 Dependence 208  (62.8) 43   (66.1) 251    (63.3) 
 Harmful Use 23     (6.9) 3      (4.6) 26       (6.5) 
*Others = hallucinogens, volatile substances, stimulants other than amphetamines 
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Behavioural and health service correlates of substance use disorder 
Selected behavioural and health service correlates of substance use disorder are shown in 
Table 3. At the time of the incident that led to their arrest the majority of participants (males 
70%, females 66%) reported being under the influence of alcohol and just over half (males 
51%, females 51%) reported being under the influence of illicit drugs, including cannabis 
(70%), amphetamines (38%) and opioids (20%). Those with a substance use disorder 
were significantly more likely than those without a SUD to be under the influence of alcohol 
(49% vs. 21% p=0.03) or other drugs (38% vs. 13% p < 0.001) at the time of their arrest. 
Only a minority of participants reported accessing AOD treatment services (13%) or 
mental health care (23%) in the twelve months prior to custody. Those with a substance 
use disorder were significantly more likely than those without a substance use disorder to 
have accessed AOD services (15% vs. 8% p = 0.03). Finally, those with a substance use 
disorder were significantly more likely than those who did not have a substance use 
disorder to have had lifetime suicide thoughts (OR = 1.68, 95% CI 1.03-2.78, p = 0.03) and 
to have attempted suicide at some point in their life (OR = 1.91, 95% CI 1.05-3.61, p = 
0.03) .  
 
Table 3: Associations between suicidality, intoxication at the time of arrest, service access, 
and substance use disorder (SUD) 
 No SUD (n=134) SUD (n=262) OR (95% CI) 
 n % n %  
Suicidal Thoughts and Attempts 
Thoughts (Lifetime) 33 25 93 36 1.68 (1.03-2.78) p=0.028 
Thoughts (12mths) 12 9 31 12 1.36 (0.65-3.02) p=0.383 
Thoughts (Current) 2 2 6 2 1.55 (0.27-15.86) p=0.592 
Attempt (Lifetime) 18 13 60 23 1.91 (1.05-3.61) p=0.025 
Under Influence of substance at the time of arrest 
Alcohol 84 63 192 73 1.63 (1.02-2.60) p=0.029 
Drugs* 50 37 150 57 2.25 (1.44-3.53) p<0.001 
Service access in the 12 months pre custody 
Mental Health Care# 29 22 58 22 1.03 (0.61-1.78) p=0.906 
AOD Service 10 8 40 15 2.23 (1.05-5.18) p=0.027 
*missing data n=3 (counted as not intoxicated) 
#missing data n=15 (10 with SUD) 
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Discussion 
Key Findings 
The challenges of substance misuse among Aboriginal and Torres Strait Islander people in 
Australian custody have been highlighted previously. However, this study has, for the first 
time, articulated the prevalence, type, co-occurrence and correlates of clinical substance 
use disorder diagnosis in a systematically surveyed cohort. Substance dependence is 
highly prevalent (males 63%, females 66%) and substantially more prevalent than 
hazardous use in this cohort; this is the reverse of what is found in the general Australian 
community (24). This finding is consistent with suggestions of a causal link between 
substance dependence and incarceration for Indigenous Australians (11). Alcohol 
dependence was the most prevalent substance disorder (males, 47% and females, 55%). 
This has significant clinical implications for health services in custody, which are 
responsible for both the acute management of substance withdrawal and the longer-term 
management of recovery and rehabilitation.  
 
Another key finding from this study was the high prevalence of cannabis dependence, with 
one in five males and over a quarter of females diagnosed as dependent. Co-occurring 
substance use disorders were also common, with more than a quarter of the sample 
having two or more substance use disorders. In addition, a substantial proportion had a 
mental illness, either a psychotic, mood or anxiety disorder (males 29%, females 60%) 
and, consistent with findings from community studies (25), mental illness was significantly 
more common amongst those with a substance use disorder. Similarly, while the 
prevalence of suicide ideation and attempts were high in this group, lifetime suicide 
thoughts and attempts were significantly more common in those with a substance use 
disorder. This highlights the complex mental health needs of this group and illustrates the 
critical importance of providing integrated, culturally informed mental health and substance 
use care, both in custody and after return to the community.  
 
Our findings also support the role of substance misuse as a significant contributor to the 
disproportionate incarceration rate for Indigenous people. The majority of individuals in our 
study reported being under the influence of alcohol and approximately half reported being 
under the influence of illicit drugs, most often cannabis, at the time of offending. 
Importantly, those with a substance use disorder were significantly more likely to report 
intoxication at the time of their arrest. Coupled with well-established evidence of 
substance-related morbidity and mortality after release from custody (14, 26, 27) it seems 
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logical that a focus on the provision of adequate and culturally appropriate drug and 
alcohol interventions would not only serve as an important public health intervention, but 
assist in reducing the incarceration (and re-incarceration) rate of Indigenous people (11, 
28).  
 
This study highlights the critical need to ensure adequate drug and alcohol and mental 
health treatment for Indigenous Australians in custody. The return to risky substance use 
after release from custody is normative and predictable (29, 30), as is the high rate of 
mortality and morbidly of Indigenous Australians following release from custody (14, 15, 
26). A recent national review of supply, demand and harm reduction strategies in 
Australian prisons identified limitations in culturally appropriate approaches to drug and 
alcohol services for Indigenous Australians and no substantial focus on continuity of care 
into the community (31). The latest annual snapshot of publicly funded alcohol and drug 
treatment services in Australia provide no information on what is provided for Indigenous 
Australians in custody (32). The striking lack of information on culturally competent AOD 
services for this population stands in stark contrast to the recognition of this as a priority 
health area for the national campaign to close the health gap between Indigenous and 
non-Indigenous Australians (33). There is knowledge, evidence and proposals about how 
to achieve success in this area (11, 34) and it is timely that this becomes a public health 
priority in Australia. 
 
Strengths and Limitations 
Key strengths of this study include the efforts undertaken to ensure that the methodology 
was culturally appropriate, the relatively large and representative sample, and the use of 
well-validated assessment tools. One challenge of research in custodial settings is 
achieving systematic sampling, given the rapid flow of people in and out of custody on a 
daily basis. We attempted to address this by surveying centres that contained the majority 
of Indigenous prisoners and we estimated that we interviewed 25% of all males and 62% 
of all females. Nevertheless, we cannot guarantee the generalisability of this sample to 
Indigenous prisoners across Australia. Although this is the largest systematic study of an 
incarcerated Australian Indigenous population, we only sampled participants from the state 
of Queensland, which accounted for 28% of Australia’s Indigenous prisoner population at 
the time of the study (35). It would be prudent to replicate our research in other Australian 
jurisdictions, however the health profile of Indigenous prisoners is strikingly similar across 
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the country (36), suggesting that our findings are likely to have national and potentially 
international relevance.  
 
Another potential limitation of our study relates to use of the CIDI to assess substance use 
disorders before incarceration. Our rationale for selecting this tool is articulated in the 
methods section, and we consider it unlikely that the CIDI would pose a significant risk of 
culturally-based measurement bias. Although there is a risk of recall bias associated with 
applying the CIDI to the twelve months before prison, rather than the past twelve months, 
we consider it unlikely to have substantially affected the findings given that the majority of 
participants had been in custody for less than a year (males 59.2%, females 75.1%).  
 
Conclusions 
This study has described important, additional clinical information, enhancing the 
understanding of the treatment needs for substance use problems amongst Indigenous 
Australians in custody. This information has included; the prevalence of dependence, the 
limited access to appropriate health services prior to custody, and the significant 
associations between substance use disorders, mental disorder, suicidality and offending 
in this cohort. These problems are costly, not only to individuals, but also to communities, 
public health and criminal justice systems (11, 15, 30, 36, 37). Despite advances in 
knowledge around treatment approaches (38) and the fact that uptake of health care in 
prisons by Indigenous Australians is usually better than in the community (36) there has 
been limited progress in reducing post-release substance-related mortality, morbidity and 
re-incarceration. However, there have been significant advances in the understanding of 
what is needed in the delivery of alcohol and other drug services to Aboriginal and Torres 
Strait Islander peoples (34). This includes cultural capability, continuity of care, the need 
for Indigenous leadership and holistic and integrated services that are strengths based. 
The critical next step in this challenge is not further evidence about the size of the 
problem, but rather delivery of culturally appropriate services that are resourced 
appropriately, at a scale commensurate with need and rigorously evaluated using culturally 
informed methodologies. 
 
References – see Appendix V 
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Chapter 6 
 
Discussion 
6.1 Overview  
As Australia approaches the tenth anniversary of the Close the Gap campaign, the most 
recent progress report highlighted the need to “stay the course and keep our attention and 
resources focused on this task” (29 p2). When it comes to the national commitment toward 
closing the Indigenous health gap, access to health services and treatments has improved 
but minimal progress has been seen in the lead item of the campaign; life expectancy. 
Changing the trajectory of health outcomes in the population takes time and is even more 
challenging for disadvantaged groups such as the population that is the subject of this 
thesis. The mental health of Aboriginal and Torres Strait Islander people in custody is a 
significant public health challenge which requires considered and dedicated attention over 
the long term. This thesis has contributed evidence to inform this process. 
 
Consistent with the aims of the research, this thesis has presented data outlining the 12 
month prevalence of mental disorder from a systematic survey of Aboriginal and Torres 
Strait Islander people in custody, including clinical correlates of mental disorder such as 
suicide ideation and attempts, health service utilisation prior to custody, intoxication at the 
time of arrest and experiences of trauma. The findings in isolation paint a bleak picture, but 
contextualised within the overarching goal of enhancing the evidence base about the 
mental health problems of Indigenous Australians in custody, this research provides a 
solid empirical foundation.  
 
The 12 month prevalence of mental disorder was extremely high for both men (76%, n = 
331) and women (86%, n = 65), as was lifetime suicide thoughts (50%) and attempts 
(34%). The respondents reported significant adversity in terms of trauma, with a high 
prevalence of childhood sexual abuse and many had PTSD (men 12%, women 32%). 
Substance dependence was also extremely common (63%), particularly alcohol 
dependence; more than half of the females (55%) and nearly half of the males (47%) were 
alcohol dependent. Despite this high prevalence of mental disorders, most individuals had 
not accessed any form of mental health (77%) or drug and alcohol care (87%) in the 12 
months prior to their incarceration. These findings highlight both a need and an 
opportunity. 
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The papers presented in this thesis provide an overview of the mental health of Indigenous 
people in custody from a clinical perspective; each manuscript highlights key issues of 
clinical concern. Paper 1 outlined the dearth of information relevant to the topic, but 
summarises the evidence that was used to support strategic reports and plans compiled 
over more than two decades (6, 11, 94, 95). Paper 2 identified the important 
methodological adaptations required for this type of research, articulated the benefits of 
culturally informed research methods and provided a practical insight into how to 
implement these. Paper 3 provided the results from the first systematic Australian study of 
mental disorder among Indigenous people in custody. Paper 4 outlined the significant role 
of trauma in the mental health problems of the study cohort, highlighting important clinical 
correlates and implications of the findings. Paper 5 built on the evidence base identifying 
substance use as a significant problem for Indigenous people in custody. It provided novel 
information about substance use diagnosis, the association between these disorders and 
other mental disorder and offending and outlined the unmet need in terms of access to 
drug and alcohol services.  
6.2 Specific contributions to the literature 
6.2.1 A culturally informed research method performed and described 
One of the strengths of this research was the focus on a culturally informed research 
process. Central to this was including Indigenous researchers and clinicians in all aspects 
of the research process and also ensuring extensive consultation with Indigenous 
communities across Queensland. Cultural competence relates to knowledge, behaviours, 
attitudes and policies that come together in a system to ensure individuals and 
organisations work effectively in cross cultural settings (96). Culturally competent research 
processes not only lead to better research outcomes, but better outcomes for individuals 
and communities engaged in the research process (97, 98).  While it should be a central 
focus for health research with Indigenous people (81), there have been challenges in 
attempting to achieve this (99).  
 
Health research involving Aboriginal and Torres Strait Islander people in the past has been 
marred by practices considered to be misguided, exploitative and harmful (100-102). While 
standards for Indigenous health research are now well articulated (101-106), Pat 
Anderson, the Chair of the Lowitja Institute (Australia’s national institute for Aboriginal and 
Torres Strait Islander research) stated research was “a dirty word” for Aboriginal people 
and was “something once done ‘to’ Aboriginal communities, now it is done ‘with’ us and 
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‘by’ us” (107). Central to this evolution has been the establishment of specialised research 
institutions and the development of guidelines and strategic frameworks to guide 
Indigenous health research (13, 81, 105, 108-110). However, there has remained a 
tension between this process and concepts of scientifically rigorous research (111), to the 
extent that these frameworks are sometimes considered incompatible (105); the rejection 
of Indigenous knowledge in favour of empirical scientific research versus the rejection of 
science in favour of Indigenous knowledge (112). Paper 2 of this thesis, Enhancing 
research quality through cultural competence: a case study in Queensland prisons 
(113) highlighted that culturally informed and scientifically rigorous research methods in 
Indigenous health research are not only compatible, but complementary. This paper 
contributed to knowledge about conducting culturally informed research by describing a 
practical example of the implementation of the theoretical guidelines and frameworks that 
have emerged over the past decade.  
 
This process was not only important in shaping the research method, but being immersed 
in culturally informed practices reshaped my thinking about the entire thesis and the 
responses required to address the thesis findings. Throughout the conduct of this research 
I undertook numerous cultural awareness, cultural practice and cultural assessment 
training opportunities and worked closely with Indigenous researchers and clinicians. I also 
expanded my clinical practice with Indigenous people. I believe through this process my 
cultural capability as a clinician, researcher and service leader improved substantially. I 
also consider that enhancing my understanding of Indigenous culture, history and 
concepts of health assisted me in appreciating the challenges Indigenous people face 
interacting with non-Indigenous models of service delivery. This was one of the extremely 
valuable learning experiences I gained from undertaking this thesis.     
 
6.2.2 Contribution to the national mental health agenda 
This thesis presented the largest systematic survey of mental disorder amongst Aboriginal 
and Torres Strait Islander people conducted in Australia to date. Significant clinical 
implications arise from the findings particularly given the internationally accepted standard 
that all prisoners have the right to access mental health care appropriate to their needs, 
irrespective of their legal status (114-116). However the mental health related morbidity 
and mortality of Indigenous prisoners in the immediate period after their release would 
suggest the health, justice and correctional systems are failing in this regard (8, 117-119). 
This study highlighted the mental health needs of Indigenous Australians in custody, it has 
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helped inform key national reports on mental health and Indigenous health that have 
raised awareness of this important public health challenge with a goal to mobilise action 
toward better outcomes. 
 
In the most recent report card from Australia’s National Mental Health Commission, the 
over-representation of Indigenous people in custody and the mental health problems of 
this group were described as “shocking” (94 p72). The report quoted the findings from 
paper 3 of this thesis, Prevalence of mental illness among Aboriginal and Torres 
Strait Islander people in Queensland custody (78) to highlight the extent of these 
problems (94 p73) and the need to address this challenge. Similarly, the 2015 Close the 
Gap progress and priorities report (28), included in its nine recommendations for future 
strategies, a recommendation to address mental health and suicide prevention as a new 
priority focus and a recommendation to develop targets to reduce imprisonment and 
violence rates. The report also quoted findings from paper 3 of this thesis (28 p40). In 
addition the Australian Medical Associations 2015 report card specifically addressed the 
rising incarceration of Indigenous Australians identifying it as a problem intimately 
associated with health. In doing so the report detailed findings from this thesis to 
demonstrate the link with mental health problems (120 p8). 
 
6.2.3 Novel findings about mental health challenges and needs 
The prevalence of mental illness amongst Indigenous people in custody was found to be 
much higher than prevalence estimates for the Australian population. One advantage of 
having prevalence estimates is that it enables comparison with other studies and can 
therefore help inform relative health needs. Paper 3 in this thesis, Prevalence of mental 
illness among Aboriginal and Torres Strait Islander people in Queensland custody 
(78) described these estimates for the first time in a systematic sample. This has enabled 
comparison to the 2007 Australian Survey of Mental Health and Well Being (4), which also 
provided 12 month prevalence estimates for anxiety, depressive and substance use 
disorders and the 1997 survey for psychotic disorders (121), which provided a 12 month 
prevalence estimate for psychotic disorder in the Australian community.  
 
The comparison is stark; there were substantial differences in the 12 month prevalence 
estimates of mental disorders between men in the Australian community and Indigenous 
men in prison; anxiety 11.0% vs 20.2%, depression 4.1% vs 11.4%, psychosis 0.47% vs 
8.1% and substance use disorders 7.0% vs 65.5%. The comparison was even more 
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dramatic for women; anxiety 18.0% vs 50.7%, depression 6.6% vs 29.2%, psychosis 
0.47% vs 25.0% and substance use disorders 3.3% vs 69.2%. While there are clear 
limitations with this comparison (e.g. a lack of age standardisation and controlling for 
important covariates such as socio-economic status) these estimates provide an important 
empirical foundation for the field. They highlight clearly the substantial burden of mental 
disorders in this vulnerable population.  
 
Apart from the estimates derived from the general population, another comparison group 
that warrants consideration is the non-Indigenous custodial population (87, 88). In both 
Indigenous and non-Indigenous cohorts there is an extremely high prevalence of mental 
disorder compared to the general population. With the exception of trauma experiences, 
PTSD, alcohol and cannabis use disorders which appear to be a particular challenge for 
Indigenous prisoners (discussed below), there is marked similarity in the type of mental 
disorders suffered by both Indigenous and non-Indigenous prisoners. This is consistent 
with findings of a 2006 NSW (122) and those of the comprehensive New Zealand (NZ) 
prisoner survey that found the Indigenous (Maori) inmate population had very similar rates 
of mental disorder to the non-Indigenous prisoner population (123).  
 
A key finding from the NZ study was that despite very similar rates of mental disorder 
“Maori and Pacific Island prisoners have fewer prior (psychiatric) admissions, fewer 
community outpatient appointments and less treatment in prison for the same degree of 
psychiatric morbidity” (123 p732). The Australian evidence and the findings from this thesis 
suggest a similar story. Despite prevalence estimates of mental disorder that are 
remarkably similar when compared to non-Indigenous prisoners, Indigenous prisoners 
report, in every national prisoner health survey (71), lower levels of diagnosis and 
treatment for mental disorder in the community. In the sample presented in Chapter 5 of 
this thesis, fewer than one third (23%) of participants reported accessing mental health 
care (Psychiatrist, General Practitioner, Community or Inpatient Mental Health Service, 
Psychologist or Counsellor) in the 12 months prior to custody and only 13% of individuals 
with a substance use disorder accessed Alcohol or Other Drug services in the 12 months 
prior to custody. The barriers to accessing health care for Indigenous Australians have 
been previously described (11, 72, 124) and these findings emphasise the importance of 
having culturally informed and accessible health services.  
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Another key finding in this thesis was the disproportionately high prevalence of mental 
disorder amongst women relative to men. While the finding is not unique, as higher 
estimates of mental disorder amongst women compared to men are observed generally in 
custodial populations (87, 125, 126), it serves to highlight women in custody as a particular 
at risk group from a mental health perspective. One theory based on American prisoner 
studies (127-129) is that because fewer women are arrested and incarcerated, those that 
come to the attention of the criminal justice system have complex mental health problems, 
social disadvantage, and include disproportionate representation of minority population 
groups.  
 
In Australia, Indigenous women are the fastest growing cohort in the prison population 
(53). This thesis has presented clear evidence that the vast majority of these women have 
significant mental health problems including; major mental disorder, co-occurring 
substance use and a high prevalence of trauma experiences and PTSD. This is supported 
by findings in NSW where mental health problems, social disadvantage and family 
challenges for Indigenous women, in custody and transitioning into the community (130-
132) are extremely common. The most recent study by Professor Eileen Baldry and 
colleagues from the University of Sydney (79) highlighted the challenges for Indigenous 
women relative to other cohorts in custody. The study identified Indigenous women had 
high levels of “complex needs” (more than one mental disorder). It also demonstrated that 
the presence of complex need in turn was disproportionately associated with earlier and 
more frequent contact with the criminal justice system, poverty, unemployment and 
homelessness. 
 
Another particular at risk group in custody are those with psychotic disorder; in Chapter 3 
estimates of psychotic disorder were reported for both men (8%) and women (25%) and 
were orders of magnitude higher than those reported for the general community (133). The 
three step method including screening, psychiatrist interview and the use of a diagnostic 
panel to ratify psychotic disorder diagnosis, outlined in Chapter 2, provides confidence that 
over estimation of the prevalence is unlikely. The similar estimates of psychotic disorder in 
both male and female prisoner populations found in other studies (67, 77, 126, 134) 
support this. People with psychotic disorders experience high rates of illness morbidity 
such as functional impairment and disability, persistent symptoms, drug and alcohol 
comorbidity, social adversity and illness relapses (133-135). Similarly, the demands on 
services are significant, and require responses and partnerships from multiple services 
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whether this is in custody or in the community. To compound this, assessing psychotic 
illness amongst Indigenous people is particularly complex (89, 90) as we identified in 
Chapters 2 and 3.   
 
Another important mental health finding identified in Chapters 4 and 5 was related to 
suicide; over a quarter of all men (28%) and over half of all women (53%) in the sample 
had thought about suicide at some stage during their life, and nearly one in five men (18%) 
and a third of women (31%) had attempted suicide. These figures are likely to be 
conservative as cross sectional surveys are depleted of those with completed suicides. 
While suicide is a significant public health problem for Indigenous people irrespective of 
whether they are in custody or not (136-139), those recently released from custody are a 
particularly high risk group (119). This emphasises both the importance of mental health 
transitional support for those leaving custody, and the need for a focus more broadly on 
the concerning rates of suicide among Indigenous people in the community (140).  
 
6.2.4 The relationship between mental disorder and incarceration 
There are complex reasons underpinning the high rates of Indigenous incarceration in 
Australia and this was discussed in Chapter 1. Australia is not unique in this regard. High 
rates of incarceration exist for Indigenous persons in other countries, for example New 
Zealand and Canada (141, 142). While it is beyond the scope of this discussion to explore 
in detail, it is important to emphasise the link between health inequity, including mental 
health, and social inequity, including incarceration, for Indigenous peoples world-wide (20, 
59). This thesis identified that nearly half the sample (46%) had been incarcerated four or 
more times and over half of the males (52%) and over a third of the females (38%) had 
been in youth custody. Given that nearly three quarters (73%) of men and nearly nine out 
of ten women (86%) had at least one mental disorder there is an association between 
incarceration and having a mental disorder for this sample. This association is recognised 
by the Australian Medical Association, who in their 2015 report on Indigenous health, 
cogently argued an intimate connection between the health gap, particularly mental health, 
and the incarceration gap for Indigenous people (120). 
  
The evidence outlined in the literature review of this thesis clearly indicates the mental 
health needs for Indigenous Australians in custody are not being met. Indeed it is difficult 
to identify what resourcing has been allocated specifically to mental health in custody in 
Australia (71, 143, 144), or indeed what services are available (145). This is particularly 
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relevant in Australia as prisoners are excluded from the national health insurance scheme, 
Medicare (146).  
 
It is known that mentally ill people are over represented in those who are arrested by 
police and more often than not their first contact with mental health services is preceded 
by contact with the criminal justice system (147). Pathways into the criminal justice system 
for Indigenous Australians are intimately associated with mental health needs (79). The 
reported uptake of health care for Indigenous people in custody is better than in the 
community, and self-reported mental health at the time of release compared to entry is 
also better (7, 71). So while incarceration is regrettable there is an opportunity for health 
intervention. However, the health and social outcomes for those with mental illness once 
out of the criminal  justice system, particularly for Indigenous Australians, are often poor 
(148). This highlights the need for continuity of health care between custody and the 
community. Beyond this it highlights the need for greater access to health services for 
Indigenous people in the community in general. The majority of individuals with mental 
disorder identified in this thesis did not access health services in the community prior to 
custody. Ensuring the uptake of health care in the community before contact with the 
criminal justice system is a clear priority. This again supports the need for accessible and 
culturally appropriate health services in the community. 
 
6.2.4 Developing an understanding of the relevance of trauma and PTSD  
Paper 4 in this thesis, PTSD among Aboriginal and Torres Strait Islander people in 
custody in Australia: prevalence and correlates highlighted trauma as a pervasive 
experience for Indigenous people in custody and identified that one in nine males and one 
in three females suffered from PTSD. Not only was PTSD highly prevalent but for those 
with the condition the onset was early in life (late teens) and was significantly associated 
with higher rates of other mental disorders, suicide thoughts and acts and limited access to 
health care prior to custody. While the impact of PTSD on Indigenous communities has 
become increasingly recognised (46, 149), this thesis, which has built on the work of 
others in this area (77, 150), has demonstrated that those in custody are a significant and 
particularly high risk group for trauma experiences and PTSD. While this must be met with 
proportionate responses a challenge is the limited knowledge about the presentation and 
treatment of PTSD amongst Indigenous Australians (122) influenced by their unique 
cultural, spiritual, health-related and historical experiences (19, 149).  
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Complex PTSD (151, 152) is a condition that includes the impacts of prolonged exposure 
to trauma experiences in the context of interpersonal relations, for example childhood 
sexual abuse. The findings in this thesis would suggest this concept is highly relevant to 
Indigenous people in custody. The well established guidelines for treatment of this 
condition in non-Indigenous populations (153, 154), are in stark contrast to those for 
Indigenous Australians, described as “in their infancy” (152 p2). One important approach 
to supporting individuals with complex PTSD, likely to be relevant to Indigenous 
Australians is trauma informed care (155). This is an approach to service delivery that can 
be adopted by organisations working with vulnerable populations and requires an 
understanding of and responsiveness to, the impacts of trauma. It uses a strengths based 
approach to care and emphasises physical and emotional safety to support opportunities 
for the development of empowerment in those who have experienced trauma. Other 
research conducted by the candidate and colleagues has supported trauma informed care 
as an important and appropriate response in the mental health management of Indigenous 
women in custody (156). 
 
6.2.5 Building the evidence about the extent and type of substance use disorders 
This thesis has provided for the first time data not only about the diagnostic prevalence of 
substance use disorders among Indigenous people in custody, but also the association 
with mental health adversity and intoxication at the time of arrest. Previous evidence 
supporting the notion that Indigenous Australians in custody appear to have high rates of 
substance use disorders has been largely based on proxy measures of substance misuse 
(7, 71). The data about substance use disorders, outlined in paper 5 of this thesis; 
Substance use disorders among Aboriginal and Torres Strait Islander people in 
custody: a public health opportunity, highlighted just how prevalent substance 
dependence was in this population. The major contributor to this was alcohol dependence 
for both men and women, which has important clinical implications not only for challenges 
such as managing physical withdrawal, but also treatment implications to help prevent 
relapse.  
 
While harmful and hazardous use of alcohol amongst Indigenous Australians in the 
community (157) is a health challenge, those in custody are a particular at risk group, even 
relative to non-Indigenous prisoners (158). There are opportunities to address this 
problem; the knowledge and practice guidelines to support the treatment of alcohol and 
other substance use disorders is well developed (124, 159). However, continuity of 
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treatment into the community to prevent relapse and risks for re-incarceration (64, 124, 
158, 160) is a major challenge. Many participants in this study attributed alcohol and drug 
use to their offending. Relatively few reported accessing alcohol and drug services prior to 
custody. The provision of culturally appropriate integrated mental health and drug and 
alcohol services is likely to provide important public health benefits and also better 
outcomes from a criminal justice perspective (124, 148, 161). 
6.3 Limitations 
The rapid flow of individuals in and out of custody makes sampling a unique challenge with 
this population. This was the case with the study upon which this thesis is based. The 
sampling strategy, every third male and all females, was intentionally simple and designed 
to reduce the impact of rapid changes in the prison number. The use of Queensland 
Corrective Services (QCS) census data prior to data collection helped inform the sampling 
strategy and the use of QCS census data during the data collection phase enabled an 
approximation of the sample frame. While it is not possible to be entirely confident about 
the fidelity of the sampling process across the sites, the pragmatic strategies used in the 
prevalence survey are likely to have minimised the risk of sampling bias. 
 
The diagnostic tool chosen for this study was the CIDI Auto 2.1. The challenge at the time 
was that there was no standardised diagnostic interview tool validated for an Australian 
Indigenous population. The CIDI was considered as it had been used with Indigenous 
Australians in the largest mental health survey in Australia (4) and largest survey of a 
general prisoner population (67) and it had been validated in numerous cultures worldwide 
(80). Nevertheless before using the CIDI advice from Indigenous mental health 
researchers and clinicians from the expert reference group was sought. It was the expert 
opinion that anxiety, depression and substance use disorder modules were likely to be 
appropriate for use with Indigenous people. The twelve Indigenous Mental Health Workers 
recruited to the research team were trained in the use of the tool. These research staff 
commented that they thought the risk of cultural bias was low and the CIDI would have 
meaning and utility with Aboriginal and Torres Strait Islander people. However, as outlined 
earlier in Chapter 2 of the thesis, a different method was required to establish diagnosis of 
psychotic illness as it was considered that the risk of cultural bias with this module in the 
CIDI was significant. A three step method was devised and employed to determine 
psychotic disorder diagnosis that included screening, psychiatrist review and diagnostic 
confirmation using a diagnostic panel with a cultural advisor.   
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The generalisability of a study based on a sample of Queensland Indigenous prisoners 
relative to Indigenous prisoners in other jurisdictions needs to be considered, particularly 
given that the study was a cross sectional survey from Queensland only and the sample 
size was relatively small for a survey.  While this is a limitation, this study remains the 
largest systematic survey of the mental health of Australian Indigenous prisoners; the 
sample was 25% of all males and nearly two thirds of all females in custody at the time. 
The generalisability to other jurisdictions in Australia remains a limitation, however while 
this study focused on a Queensland custodial population, who were 22% of the Indigenous 
people in custody in Australia at the time (162), the indications from Indigenous prisoner 
health surveys nationally (7, 70, 77, 163) suggest that there is a substantial similarity in the 
health of all Indigenous prisoners across Australia. 
6.4 Dissemination and translational activities 
The findings from the candidates’ research have been disseminated at over thirty national 
and international conferences, five peer reviewed journal articles, numerous community 
symposiums and have been the subject of media attention through print, radio and 
television, including the candidate being interviewed for two national television 
programmes (Living Black, SBS and ABC News 24). The candidate has also been the first 
author of a book chapter specifically written to assist Aboriginal drug and alcohol workers 
(164) and also a chapter, Mental health and the criminal justice system (9), in a text book 
widely used in Australian universities. This text was recently recognised on the Australian 
Policy Online website as the most viewed Health and Well Being text, the most viewed 
Indigenous text and the most viewed research text (165). The candidate has also co-
authored journal articles in the area of Indigenous mental health in custody, including the 
first study to validate a screening tool for drug and alcohol risk amongst Indigenous people 
in custody (86) and a study about medication knowledge amongst a large prisoner cohort 
that included Indigenous Australians (166). 
 
The candidate and a colleague (Kimina Andersen) have collaborated to provide training in 
the area of the intersection between Indigenous Australians, mental health problems and 
involvement in the criminal justice system with members of Queensland Police and 
Queensland Corrective Services. The candidate has also presented some of the findings 
of this thesis and provided training on this area to both the Queensland District and 
Magistrate Court Judges. The candidate has also provided expert testimony about the 
mental health of Indigenous people to Queensland’s Mental Health Court; a supreme court 
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established under Queensland’s Mental Health Act to determine issues of criminal 
responsibility and fitness for trial where mental disorder may be relevant to an individual’s 
offending. 
 
There have been a number of changes in Queensland’s Forensic Mental Health Services 
response to Indigenous Australians that have been informed by the candidates’ area of 
research. These have included the establishment of an Indigenous leadership position 
within the service to enhance both clinical and strategic processes. This has included the 
support and supervision of Indigenous mental health workers, the provision of Indigenous 
clinician led triage sessions in the largest male and female remand prisons in Queensland. 
The candidate has also been a member of the expert reference group tasked by the 
Queensland Indigenous Health Unit with the development of the five year Indigenous 
Mental Health Plan 2016-2021. In addition the candidate is also part of an expert panel 
supporting a tender process to conduct a systematic survey of mental disorders amongst 
Indigenous Australians in the Queensland community. If successfully completed this 
process would be the first systematic population level survey of Indigenous mental health 
in Australia. The candidate has also been invited to be a forum facilitator for the Criminal 
Justice component of the National Aboriginal and Torres Strait Islander Mental Health 
Forum, to be held in Brisbane 2016. This national forum is tasked with identifying actions 
to recommend to the Australian Health Ministers Advisory Council.  
 
In addition the candidate and colleague (Kimina Andersen) successfully tended for $1.6M 
AUD from National Closing the Gap funding, through Queensland’s Indigenous Health 
Unit, to pilot and evaluate a unique mental health service for Indigenous women in 
custody. This model (The Indigenous Mental Health Intervention Programme) is 
Indigenous led and staffed solely by Indigenous clinicians and mental health workers. It 
focuses on the delivery of culturally informed mental health care through a prison in reach 
model and partnership with an Indigenous non-government organisation to support 
transitional care into the community. The pilot commenced in 2015 and prior to the 
completion in June 2016 the results were such that the projected attracted an additional 2 
years funding ($1.6M) and the programme is likely to receive funding in 2017 to be trialled 
in a male prison.  
 
The findings in this thesis have also been widely cited including in the National Mental 
Health Commission Report Card (94) and the 2014 and 2015 Closing the Gap National 
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Progress Reports (27, 28). This work has also attracted competitive research funding 
(2014-2015, $255,866AUD) from Beyondblue (167) to further examine PTSD amongst 
Indigenous women in custody. The candidate was Chief Investigator of the study and first 
author of the technical report that has now been published (156). The candidate has also 
successfully acquired funding from the Queensland Mental Health Commission (2015-
2016, $155,817 AUD) to support research into the area of mental health and police. This 
includes a study focused on fitness for interview, and also developing models of service 
delivery for mental health clinical support to police in mental health crisis situations that 
include Indigenous Australians. The candidate is also a co-investigator in an NHMRC 
funded study to examine the mental health of youth (14-18 years old) in detention or on 
community orders to youth justice in Queensland. Over half of these individuals are 
Indigenous.  
6.5 Future research 
There is now strong evidence about the prevalence of mental disorders amongst 
Indigenous people in custody and research priorities should be focused on mental health 
interventions. One key area of future research is the need to evaluate the impacts of a 
culturally capable model of service delivery. The candidate is currently involved in 
research evaluating an Indigenous led, culturally informed model of service delivery 
(outlined above). Outcome measures include proportion of individuals engaged with 
services, pre and post intervention measures of mental health, service access post 
custody, recidivism and post release morbidity (hospitalisation) and mortality measures. 
Other important research studies that have been incorporated into this broader project 
include the development of a medication awareness package and the evaluation of the 
use of the Stay Strong App (168), a structured mental health and substance misuse 
intervention using Indigenous specific content and imagery in a computerised (iPAD app) 
format. This later project will be the first of its kind to be made available in a custodial 
setting.  
 
Another key area for future research should be mental health interventions for those in 
contact with the criminal justice system prior to reaching custody; an early intervention 
approach. Key areas include the interface with police and courts. The candidate is 
involved in a number of pilot projects with police that offer research opportunities to 
enhance mental health service delivery to first responders to crisis situations involving 
those with suspected mental illness or mental health problems. There is an opportunity to 
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identify Indigenous persons in this cohort and examine the impact of early intervention. 
The candidate is also leading a collaborative research project with police and forensic 
medical officers, looking at fitness for police interview and appropriate responses for those 
suspected to be unfit. In addition a new Mental Health Act is expected to be enacted in 
Queensland in November 2016 and brings with it a proposal to expand the assessment 
and diversion opportunities for individuals with mental illness before the magistrate’s 
courts. A key research initiative, will include examining the needs of Indigenous people 
with mental health problems before the courts and an evaluation of the impact of mental 
health assessments and mental health management recommendations to magistrates.  
6.6 Conclusions 
The aims of this thesis were to present data on the prevalence of mental disorder in a 
representative sample of Indigenous people in Queensland prisons and describe any 
relevant mental health correlates. Each of the peer reviewed papers that formed part of the 
examinable material have directly addressed these aims; paper 1, identified the gaps in 
the existing literature, paper 2, outlined the unique methodological adaptations that were 
required to undertake this research in a culturally appropriate manner, paper 3 outlined 
the key findings, prevalence estimates of mental disorder and papers 4 and 5 further 
explored particularly significant findings including trauma, PTSD, and substance use 
disorders and the associated mental health correlates. 
 
The findings outlined in this thesis while painting a bleak picture of the mental health of 
Aboriginal and Torres Strait Islander people in custody provide evidence that can be used 
in a positive way to support change. Key themes that emerge from the findings in this 
thesis about the mental health needs for Indigenous people in custody, merge with the 
themes from other significant work in the area of both general health needs of Indigenous 
Australians and the health needs of prisoners (29, 79, 124, 148, 169-171). These themes 
include; 
 The importance of access to culturally appropriate services to help support positive 
social and emotional wellbeing in the Indigenous community,  thereby reducing risk 
factors associated with contact with the criminal justice system. 
 Access to culturally capable mental health services that involve Indigenous people 
in leadership, design and delivery. 
 Integrated services that support not only mental health and drug and alcohol needs 
but also cultural, spiritual, and social needs. 
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 Continuity of care from custody to the community and partnerships with community 
organisations. 
 Resourcing that is proportionate to need. 
 Services that are trauma informed, gender sensitive, strengths based and respectful 
of the unique historical experiences of Indigenous Australians. 
 
While these items may sound aspirational, they are eminently achievable. The themes are 
consistent with the National Mental Health Commissions report of expert advice on 
addressing challenges with Indigenous mental health (172) and the themes drawn from 
evidence based effective responses in Indigenous mental health service delivery (72). The 
high prevalence of mental disorder and particularly complex problems such as co-
occurring disorders, psychotic illness and suicide thoughts and actions amongst 
Indigenous people in custody clearly requires a well-resourced mental health service with 
access to Indigenous mental health expertise and leadership. Resourcing remains a 
challenge and there is very limited information available about the nature and extent of 
mental health services provided to Indigenous people in custody. The limited evidence that 
is accessible suggests a remarkably low availability of psychiatrists, psychologists and 
Aboriginal Health Workers and overall an apparent shortfall in the resourcing of services 
for the mentally ill in custody (145, 173). Resources are therefore required to not only meet 
the clinical needs of this cohort in an equitable manner but also to develop cultural 
capability within the workforce. This will require dedicated funding to support development 
of the Indigenous mental health work force and also to enhance the cultural capability of 
the non-Indigenous mental health workforce, and criminal justice workforce through 
training activities and capacity exchange.  
 
Mental health services for Indigenous people must be based on an understanding of the 
unique historical, social, cultural, spiritual and health views of this population (72, 174). A 
clear example of the challenges in this regard is a finding from a study co-authored by the 
candidate. This study identified, in a large representative sample of prisoners in 
Queensland, that nearly half were taking medication, but medication knowledge was 
extremely poor generally and worst for Indigenous prisoners (166). Mental health services 
that are meaningful to Indigenous people in custody need to include Indigenous leadership 
and be culturally informed, there are a number of examples of success in this regard (132, 
170, 175, 176). A key to success in the delivery of these services is to ensure that they are 
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holistic, with a focus not only on the treatment of mental disorder, but also social and 
cultural needs (22, 61, 176). 
 
Substance use disorders should be considered the norm in this group and therefore any 
mental health response must include integration between mental health and alcohol and 
other drug services. Key to success is the capacity for culturally informed community 
transition planning, continuity of care, diversionary options and social supports. There is 
now sufficient knowledge, expertise and evidence to inform what should be done and this 
involves resourcing proportionate to need, service delivery appropriate to culture, and 
standards, monitoring and evaluation to ensure successful implementation. 
 
The mental health of Indigenous Australians has been increasingly recognised as a 
significant contributor to the Indigenous health gap. Closing the Indigenous health gap in 
Australia must incorporate substantial efforts to improve the mental health of Indigenous 
people. While this thesis has demonstrated that the mental health of Aboriginal and Torres 
Strait Islander people in custody is exceptionally poor compared to the Australian 
population, it has also highlighted the opportunities to reduce these disparities. 
Commitment to do so needs to be considered, culturally informed, integrated and 
sustained in effort. 
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THE MENTAL HEALTH PROBLEMS OF ABORIGINAL AND TORRES STRAIT 
ISLANDER PEOPLE IN CUSTODY 
Psychosis Clinical Interview Proforma 
 
This proforma is designed to summarise the relevant clinical information with respect to 
psychotic illness only and is designed to assist the research panel to reach a diagnostic 
consensus for those who screen positive on the CIDI psychosis screener. 
 
ID CODE:    CUSTODIAL CENTRE:  
POSITIVE SYMPTOMS: 
Hallucinations 
 
 
 
Delusions 
 
 
 
Thought Disorder 
 
 
 
NEGATIVE SYMPTOMS: 
 
 
 
 
DURATION OF ILLNESS: 
 
 
 
 
 
 
 
MOOD SYMPTOMS: 
 
 
 
 
 
SUBSTANCE USE HISTORY: 
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RELEVANT CLINICAL HISTORY: 
 
 
 
 
 
 
 
 
 
 
 
 
TREATMENT: 
 
 
 
 
 
INVESTIGATORS DIAGNOSIS (12mth prevalence): 
 
 
 
 
 
 
 
 
If the patient requires clinical attention, please contact Dr Ed Heffernan on 
telephone 3271-8729. 
 
 
 
 
 
 
 
 
 
218 
 
Appendix X 
Hyperlinks, Impact Factor and Citations to date of peer reviewed 
publications included in this thesis. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
219 
 
Heffernan E, Cowburn K, Kinner SA. The Insidious Problem Inside: A systematic review of 
the mental health problems of Aboriginal and Torres Strait Islander People in custody. 
Australas Psychiatry 2009; 17: S41-6. 
 
Australasian Psychiatry: Impact Factor 0.728  
Citations to date (July 2016): 21   
http://www.ncbi.nlm.nih.gov/pubmed/19579105  
 
 
 
Heffernan E, Andersen K, Kinner S. Enhancing research quality through cultural 
competence: A case study in Queensland prisons. Australas Psychiatry 2015; 23: 654-7 
 
Australasian Psychiatry: Impact Factor 0.728  
Citations to date (July 2016): 1   
http://www.ncbi.nlm.nih.gov/pubmed/26460333 
 
 
 
Heffernan E, Andersen K, Dev A, Kinner S. Prevalence of mental illness among Aboriginal 
and Torres Strait Islander people in Queensland Prisons. Med J Aust 2012; 197: 37-41 
 
Medical Journal of Australia: Impact Factor 4.089 
Citations to date (July 2016): 34 
https://www.mja.com.au/journal/2012/197/1/prevalence-mental-illness-among-aboriginal-
and-torres-strait-islander-people 
 
 
Heffernan E, Andersen K, Davidson F, Kinner S. PTSD among Aboriginal and Torres 
Strait Islander people in custody in Australia: prevalence and correlates. J Trauma Stress 
2015; 28: 523-30. 
 
Journal of Traumatic Stress: Impact Factor 2.624 
Citations to date (July 2016): 2 
http://www.ncbi.nlm.nih.gov/pubmed/26584243 
 
